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A Pilot Study practical restoration or has pulpal involve 
ment beyond treatment. 
Charles H. Davis, D.M.D., M.P.H. 3. Other — 
; a. Prosthetic — removal is necessary 
troducti for the construction of a more efficient ap. 
semen ee pliance even though the teeth are restorable 


or treatable. 

b. Where teeth are remaining without 
opposing teeth and are too few in number ty 
provide for mastication. 

c. Ectopic eruptions. 

d. Pathologically malposed teeth and 
orthodontic extractions. 

e. Teeth with evidence of periapical « 
paradontal abscess with no evidence of 


This pilot study reports the first step in 
the formulation of a Tooth Mortality Index. 
Such an index, by assigning relative causes 
for tooth loss, could aid in the measurement 
of past experience of periodontal disease 
and also could assign a truer measure of 
caries experience to the M component of 
the DMF in adult populations. The imme- 
diate aim of this study is to establish 7 : : 
relative causes-of tooth mortality. ee a periodontal disease. : 

Few reports are available concerning the f. Impactions other than third molars. 
causes of tooth mortality. Lal, ’ Subrama- g- Traumatic accidents. 
niam, ? and Mehta, * recorded the causes of The data were arranged in tables accord 


tooth loss in Indian Government Hospitals ing "4 race, sex, and age by causes for er- 
ia India. In cur country Brokhus,* Alles, ° traction. Races and sexes were about evenly 


and Krough ® have reported on the causes distributed and no statistically significant 
oll tails Cos “hin sikh wiisiin anh wnaes differences were found between them as to 
comprehensive study was done by Krough. ee for tooth loss. Therefore, it was 
Tiare Raisin: tiieiin sndeidiidés dante Sinai, decided to combine races and sexes ani 
pared because of the absence of standard distribute the data according to age only. 

criteria. This report attempts to set a Because of the small size of the sample 


standard for investigation of the causes of it was necessary to arrange the data int 
sail Rhee tes the edls Seatlifen. ten year groups. In order to assure an adult 
dentition and to give homogeneity to age 


groups, twelve persons examined below the 
age of fifteen years were omitted from the 


All data were collected at the University study. Data on the remaining 126 people 
of North Carolina, School of Dentistry. furnish the material for analysis. 
Using a specially designed form (Figure 1), . 


Method 


three faculty members of the Department of Findings 
Oral D iagnosis recorded the primary cause Table I presents the extent of tooth loss 
for extractions recommended in their clinic. in numbers and percentages for causes of 


Data were gathered for 138 patients that extraction by age range. The total 12% 
came to the clinic in a seven week period, patients suffered a tooth mortality of 553 
using the following criteria: teeth, or 5.5 teeth per person. Extractions 
I. Periodontal —the tooth is periodontally per patient for all causes increased from 
involved clinically and/or roentgenograph- 2.5 teeth per person in age range 15-24 to 


ically, and if caries is present, the tooth 8.9 teeth per person in age range 45-54 after 
could be restored within practical limits. which there was a slight decrease. 






































us beyc 
al involve 


necessary 
ficient ap. 


restorable Chart No. Sex Age Race 
Examiner a Fy a 





g without 
number to 

















NUMBER OF TEETH EXTRACTED BECAUSE OF: 





teeth and 


A. Periodontal 
iapical o condition 
idence of 


’ B. Caries C. Other 





d molars. 


S accori- 
¢s for ex. 
ut evenly 
ignificant 
em as to 
t, it was 
exes and 
> only. REMAINING PATHOLOGY IS PRIMARILY: 
e sample 
lata into 
an adult 1. Periodontal 2. Caries 3. Both | 4. Neither 
y to age 
elow the 
from the 
6 people 



































oth loss FIGURE i. FACSIMILE OF THE RECORDING FORM USED 


uses ol IN THIS SURVEY. 
rtal 126 


of 553 
ractions 
ed from 
15-24 to 
-54 after 









































Tk 
a1 fReerR H. 
ER Re Be ee ee 
5 
S42 19 [ePe te 
tests igtete+s 
g 
aE 
Bist {alalele 
I Me He He ti BA Or Be BB 
sebelo|elajelel3 
a 
i, 
5 Sis iels 
THe - |ol}wh® 
& 
HEP le lelaf{e]e]« 
S im | #4 @ dees bran 
pe lejelals|ala. 
7] 
28 /e/alalale/% 
a : 
ae | + | + + 
g Cearee ara. 
Pislelalfts 
































PERCENTAGE DISTRIBUTION OF TOOTH MORTALITY BY CAUSE, AND AGE RANGE. 


TABLE I. 





Peri 
per ce! 
in the 
the per 
diseas 
age ra 
cent fo 

Cari 
43.0 pe 
sons it 
trend i 
that sl 
87.2 p 
centag 


. to 20.! 


older. 
Othe 
7.1 per 
with a 
15 to ; 
teeth | 
period 
thetic 
group | 
orthod 
ically 
The 
Figure 
major 
tionsh 
ranges 
diseas 
tooth | 
and cc 
on the 
cause 
25-34, 
higher 
loss f 
level, 
the les 
‘in too 
nounc: 
other 
cance 
_ least : 








Periodontal disease accounted for 49.9 
per cent of the total teeth lost by persons 
in the sample. Throughout all age ranges 
the percentage of extractions for periodontal 
disease increased. From 0.0 per cent at 
age range 15-24, it increased to 79.1 per 
cent for persons 55 years and older. 


Caries, on the other hand, claimed only 


43.0 per cent of the total teeth lost by per- 
sons in the sample. There was an opposite 
trend in percentage loss by age range from 
that shown by periodontal disease. From 
87.2 per cent in age range 15-24, the per- 
centage extractions due to caries decreased 
. to 20.9 per cent for persons 55 years and 
older. 

Other causes of tooth loss contributed 
7.1 per cent to the total for all age groups, 
with a high of 12.8 per cent for the group 
15 to 24 years. In the total, the majority of 
teeth lost for causes other than caries or 
periodontal disease were removed for pros- 
thetic purposes. This was true in each age 
group except 15-24, in which extractions for 
orthodontic purposes and removal of ectop- 
ically erupted teeth predominated. 

The data are presented graphically in 
Figure 2. The relative importance of the 
major causes of tooth loss and their rela- 
tionship to each other at the different age 
ranges is immediately apparent. Periodontal 
disease becomes the greatest contributor to 
tooth mortality within the age range 25-34 
and continues to increase with age. Caries, 
on the other hand, is the most important 
cause of tooth loss up to the age range 
25-34, but then declines as a cause in the 
higher age groups. The frequency of tooth 
loss for other causes was at a much lower 
level, but of considerable significance none- 
theless. In this category the fluctuations 
‘in tooth loss by age group were less’ pro- 
nounced. However, they suggest that these 
other causes are of the greatest signifi- 
cance for the group 15 to 24 years, and of 
_ least significance at ages 55 and over. — 


, due to caries, but, after age 24, peri 
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Table I, presents a distribution of the 
individuals losing teeth, by age and reason 
for extraction. Forty persons, or 31.7 per 
cent of the sample had extractions due to 
periodontal disease; 93 persons, or 73.8 per 
cent, had extractions due to caries; and 20 
persons, or 15.9 per cent, had extractions 
for other reasons. It will be recalled from 
Table I that almost half of all extractions 
were required because of periodontal dis« 
ease whereas only 43 per cent were required 
because of-caries. Thus, although the great 
est percentage of persons in the sample 
required extractions because of caries, thé 
greatest proportion of tooth loss was due to 
periodontal disease. This means simply; 
that persons requiring extractions for perid4 
dontal reasons required substantially greatef 
numbers of extractions on the average thafi 
did persons requiring extractions becausé 
of caries. In comparing Table I with Tablé 
Il, it will be observed that this relationship 
holds in the three age groups between 25 
and 54 years, but not for the group 55 and 
over (there were no extractions for perio- 
dontal disease in the youngest age group). 

Twenty persons, or 15.9 per cent, exper- 
ienced loss of teeth due to causes othe? 
than periodontal disease or caries. How- 
ever, these persons accounted for only 7.1 
per cent of the teeth lost. Twenty-seven 6f 
21.4 per cent of the persons studied 188t 
teeth for more than one cause. 


Conclusions 


Within the limitations of the small dize 
and non-representativeness of the sathple 
it appears that: 

1. Periodontal disease and caried niake 
the greatest contribution to tooth mottdinty 
in adult dentitions. 

2. More people experience loss of teeth 
ontal 
disease is the most important cause of tooth 


loss. 
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FIGURE 2. PERCENTAGE DISTRIBUTION OF TOOTH MORTALITY, 


vines ALL PERSONS BY CAUSE AND BY AGE RANGE. 
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3. An appreciable percentage of tooth —- © The study of causes of tooth mortality is 
loss occurs in the adult dentition for causes improved by using standard criteria and 
other than periodontal disease and caries. | should be expanded to more representative 
This is especially true in the age range. populations. 
15-24. 
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Dental Public Health in Australia and New Zealand 


Noel D. Martin, M.D.S., F.A.P.H.A. 


Introduction: 


Public Health Dentistry is in its infancy 
in Australia, while it exists in New Zea- 
land in a more intensively developed state. 
The emphasis in both countries has largely 
been placed on the provision of dental 
services to the community rather than 
research, education and prevention and 
the theoretical basis of the important 
branch of Dental Science. Furthermore, in 
Australia in particular there has been a 
tendency to limit in the past the role of the 
State or Commonwealth Health Departments 
to the provision of dental services to cer- 
tain groups. in the community without any 
real knowledge of the extent and serious- 
ness of community dental problems. 

In Australia, the problem of providing 
dental care is accentuated by the size of 
the country and the scattering of small 
numbers of people in isolated towns and 
villages. The area of the Australian Con- 
tinent is 2,974,366 square miles, and the 
population a little over ten million, and 
although over six million people are in the 
capital cities of the five states, there are 
still a great many scattered groups of 
people to whom health and dental services 
must be provided. 

New Zealand, a separate member of the 
British Commonwealth of Nations, is a 
relatively small country with a population 
of a ‘ittle under two and a half million 
people, consisting of two main islands of 
a total area of 108,939 square miles. It is 
separated from Australia by 1,200 miles of 
Pacific Ocean. 


By way of comparison, the area of New 
Zealand is almost identical with that of 
Colorado State (104,247 square miles) and 
that of Australia almost that of the United 
States. 

Dental Public Health will be briefly 
reviewed under the following aspects: 

- Dental Health in the Community 

. Dental Manpower 

. Dental Public Health Services 

. Dental Fluorosis and Fluoridation 
- Dental Education 


Or wr we 


Dental Health in the Community 


Lack of development in the field of 
Dental Public Health has resulted in a 
marked dearth of dental health information. 
The concept of the reproducible dental 
examination for mass surveys has not been 
developed and only now is this being in- 
troduced. Community wide surveys were 
considered as an extension of the detailed 
clinical examination to the dental public 
health field. The use of standardised epi- 
demiological methods for dental surveys 
did not appear in Australia until 1954-55 
in New South Wales when Barnard* sur- 
veyed 6,787 school children of wide enough 
scope to give a reliable measure of the 
dental condition of the school population 
of the State. Previous surveys had been 
extremely limited in scope, in numbers of 
subjects and in the standardization of 
methods. 

Barnard? found that only 1.52% of chil- 
dren had both permanent and decidous teeth 
free of caries in the age group 6-15. The 
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mean number of DMF tooth por child was 


from 0.99 to 13.91 for children in this age 
group; and the mean number of DMF su- 
faces 1.6 to 29.1 per child. 


In New Zealand, Hewat ° found that the 
percentage of children affected by caries 
was similar to those observed in Australia- 
9% of 6-year-olds affected by caries 
against 94.2% in Australia, and 98% of 
8-year-olds against 99.3%. When the sur- 
vey of 4,072 children made by Fulton’ in 
New Zealand is compared with Australia, 
the DMF of 14-year-old children is 10.01 
compared with 11.97 in Australia. 


If these DMF values are compared with 
pre-fluoridation figures in Grand Rapids, 
Michigan * they will be found to be almost 
identical. When the DMF components are 
analyzed and a comparison made between 
Australia and New Zealand, there is a very. 
' marked difference, although the rate of de- 
cay is high in both countries in this age 
group; the rate of treatment is very much. 
higher in New Zealand, and a large pro- 
portion of the attacked teeth have been 
restored. Tooth mortality, the end result 
of lack of treatment, is correspondingly 
- low, the ‘*M”’ figure for New Zealand 14- 
year-olds being 0.41 while in Australia it 
is 2.02, an almost five-fold difference. The 
“‘D”’ value in this age group in New Zea- 
land is 0.99 and in Australia 5.25, hence 
Australian children have five times as 
many unfilled carious teeth, and the “‘F’’ 
value 8.6 compared with 5.75. 

At the present time the New: Zealand 
School Dental Service provides regular and 
systematic dental treatment for school 
children, and during the last year the total 
number of restorations carried out exceeded 
1,905,000 and the extractions numbered 
70,475. However, only one unsavable per- 
manent tooth was extracted in each 420 
children treated. 





Barnard” also recorded in his survey the 
prevalence of malocclusion and gingival 
inflammation, and for the assessment of 
the degree of severity attempted to apply 
the PMA index; he felt however that ex- 
aminer variability made it difficult to es- 
tablish accurate and comparable values. 
However, 81% of children were affected by 
mallocclusion, and 75% showed a degree of 
gingival inflamation. 

The prevalence of enamel hypoplasia and 
idiopathic (non-fluoride) opacities were 
also recorded, partly in the hope that these 
observations might constitute the base-line 
data for a fluoridation study. 

One or more teeth (permanent) showed 
hypocalcified or hypoplastic enamel were 
present in nearly 30% of children examined, 
and idiopathic opacities occurred in 23% of 
the children. 

There is practically no information con- 
cerning the dental status of adults with the 
exception of those entering the Armed 
Forces. These figures suffer from the same 
lack of standardization in methods of ex- 
amining and recording as do the majority of 
surveys carried out for the child and ado- 
lescent groups. 

It is interesting to note that Fulton?” in 
his report of 1951 on the New -Zealand 
National Dental Services, quotes the fig- 
ures observed by Fuller® in 1942 on the 
dental conditions of adults called up for 
service in the New Zealand Armed Forces- 
“*21% of men are completely edentulous and 
are wearing both full upper and full lower 
dentures,’’ and “*45% are wearing a denture 
or dentures,”’ and in an examination of 
1,814 service men, “*1,192 dentures were 
being worn by them, i.e. 66 artificial den- 
tures for every 100 men.” © 

It is at once obvious that the dental 
needs of these communities must be detcr- 
mined before an effective programme of 
control, prevention and treatment can be 
instituted. 
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irrespective of their economic position. It 
should be noted also that certain Labour 
Governments, because of Trade Union pres- 
sure, have considered the registration of 
dental technicians as dentists or dental 
prosthetists. In New South Wales this has 
become a perennial question, although at 
the present time no legislative action has 
been taken; the Tasmanian Government 
action of several years ago may be taken 
as a precedent. 

In December, 1957, presumably because 
of a shortage of dentists in Tasmania, the 
Government licensed dental mechanics to 
make dentures, both complete: and partial 
for the public after the technicians had 
passed a token examination. Furthermore, 
other persons (generally technicians) who 
had been practicing dentistry illegally for 
more than eight years could be registered 
as dentists after passing a similar ex- 
amination. 

Of the two reasons given by the Govern- 
ment for this action, the one given most 
weight was the high fees charged by the 
dentists for prosthetic work, much less 
weight being given to the fact that a short- 
age of dentists existed. 
this legislation have been a reluctance of 
dentists to practice in Tasmania to the 
point of even leaving the State, and an in- 
crease in fees by the newly registered 
technicians. 

This legislation and the fear of it in 
other States, has been a deterrent to pros- 
pective dental students, and has also 
lowered professional prestige and com- 
munity appreciation of the importance of 
dental care. 

In New Zealand the use of ancillary per- 
sonnel has been the method adopted by the 
Government for nearly forty years to deal 
with the problem of providing dental care 
for children. 





The results of - 


Hunter'® after the 1914-1918 war, pro, 


posed that the Government should train 
specially selected yoing women for a per- 
iod of twoyears to enable them to carry out 
dental treatment for children in school 
dental clinics. The first group of 29 train- 
ees were allocated to dental clinics in 


_various parts of New Zealand in 1923. This 


school dental service has gradually ex- 
panded, and at the present time 317,116 
pre and primary school children, a large 
proportion of the school population, are 
receiving regular and systematic dental 
care. The school dental service is limited 
to the care of children up to the age of 
13% years. 

In 1946 organized dental services pro- 
vided by the Government were extended to 
adolescents (up till age of 16 years). This 
treatment is carried out partly by salaried 
dentists of the State Health Department, 
but the greater part of the service is ren- 
dered by private dentists in their own 
offices on a fee for service basis. 


Dental Public Health Services 


In Australia public dental services are 
provided by Dental Hospitals in the capital 
cities generally in association with Dental 
Schools. There are also clinics attached 
to general hospitals which have been de- 
veloped to different extents in the various 
States. The provision of dental care to 
isolated and semi-isolated towns, to those 
in scattered homesteads in the cattle and 
sheep country, the inhabitants of the is- 
lands off the mainland coast, and to in- 
mates of government institutions, all aid 
to the difficulties of using to the best ad- 
vantage the available dental resources. 


The State Health Departments provide 
school dental services, employing dental 
graduates, but treatment is of a restricted 
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nature and often offered onlyto children in 
certain age group. Only in Canberra in the 
Australian Capital Territory is a compre- 
hensive coverage of the child school popu- 
lation provided. 

A brief survey of dental services in the 
various States will indicate the extent of 
the organized provision of dental care. 

Queensland (population 1,464,835) has 
two Dental Hospitals in Brisbane and a 
series of 32 full time and 53 part time 
clinics spread throughout the State, for 
adult treatment in addition to a school 
dental service. The clinics have been es- 
tablished to provide free dental service for 
the indigent and those unable to afford the 
fees of private dentists. The State service 


‘is, however, available to all in those towns 


where there is no private dentist. 

Queensland is a large State about 1,260 
miles from north to south, and a maximum 
width of nearly 1,000 miles. There are con- 
siderable transport difficulties in many 
parts of the country and the isolation and 
size of many towns and villages, together 
with poor, facilities, make it impracticable 
and uneconomic for a private dentist. 

Numerous Mission Stations for the Ab- 
original population are also visited, as are 
the Islands of the Torres Strait and the 
Gulf of Carpentaria. These services are 
are provided by mobile equipment trans- 
ported by ships to the various areas. In 
other areas aerial mobile services exist 
and a large part of this sparsely populated 
State is cared for by one of the three F lying 
Dental Services. 

In general the dental service is very 
comprehensive, including simple  orthodon- 
tics, oral surgery, crown and bridge work 
and prosthodontics, gold and chrome cobalt 
alloys being used for routine operative and 
prosthetic treatment. - 

In areas where private dentists are avail- 
able, an eligibility test is applied to deter- 
mine those patients to whom treatment 


_ shall be given free. 


the least 
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The organized dental service in Queens- 
land is very much more developed than the 
services in other States, both in the scope 
of the treatment provided and the number 
of its clinics and the spread of services to 
the lower income groups in the community. 

Western Australia (population 734,897), 
the largest of the States, is 1,480 miles in 
maximum north-south dimension, and some 
1,000 miles wide with a smaller population, 
but still a great many isolated towns and 
villages. 

The provision of dental care is frought 
with the same difficulties as in Queens- 
land, but the service is very much more 
restricted in scope, range of treatment, 
number of personnel, and consequently the 
amount of treatment provided. 

In addition to the Dental Hospitals in 
the capital, Perth, there are 6 recently es- 
tablished clinics, three in the city and 


’ three in country towns. The school dental 


service has an establishment of 15, and 12 
mobile dental clinics. As is common with 
State services the prisons and mental hos- 
pitals are attended by staff dentists of the 
Health Department. In addition there are 
the inmates of a number of orphanages and 
missions who require dental care which 
the Department supplies. 

The service is directed to the indigent 
and lower income groups. In the adult 
service all types of treatment are provided, 
but the child programme is essentially a 
simple restorative and exodontic service, 
as many teeth being extracted as are re- 
stored. 

In South Australia (population 949,312), 
a school dental service is limited to 8 den- 
tists staffing 5 mobile clinics and treating 
those children in country areas who are 
more than 15 miles from a private dentist. 
This programme is only in an early stage 
of development. 

Tasmania (population 349,365), an is- 
land south of the Australian mainland, has 
favourable dentist-population 









































ratio (1-3,500). No dental school and no 


dental hospital are established in this 
. State. At 7 clinics and in 14 mobile clinics, 
12 full time and 4 part time dentists are 
employed. The treatment is essentially 
exodontic and operative. Treatment is free 
and covers school and pre-school children, 
those children living in remote areas being 
given preference. 

The Australian Capital Territory (Can- 
berra - population 53,553) and the Northern 
Territory come under the administrative 
control of the Commonwealth Government. 
In Canberra all pre and school children are 
treated free in a series of fixed clinics es- 
tablished at the schools in the area. No 
prosthetic or orthodontic treatment is per- 
formed. : 

In the Northern Territory (population 
21,703). a comprehensive service is pro- 
vided to all inhabitants, those under 16 
being treated free. Fixed clinics are es- 
tablished in Darwin and Alice Springs, but 
mobile ground and aerial clinics are used 
for small and established towns. Fees are 
charged on a fixed scale except Aborigines 
and those who are indigent are treated free. 


New Zealand: 


The dental programme organized by the 
Department of Health provides free dental 
treatment of all persons up to the age of 
16 years. Pre-school and primary school 
children are treated by the school dental 
nurses in the school clinics. Dental treat- 
ment beyond the denta) nurses’ scope and 
where such treatment falls within the free 
category, is carried out by private practi- 
tioners to whom the children are referred. 

Service to adults is not part of the pro- 
gramme, although dental treatment is pro- 
vided for patients in mental hospitals and 
state institutions. The larger general hos- 
pitals alsohave dental clinics where adults 


any be treated either for reduced fees or I 


free. The Dental Hospital associated with 
the Dental School is also in this category. 

At the present time there are 875 full 
and part time school dental clinics, in- 
cluding 8 mobile clinics in New Zealand, 
and a staff of 896 trained dental nurses. 
There are also 28 state adolescent clinics 
staffed by 25 recent dental graduates. 

The bulk of adult care is carried out by 
private dentists, the financial arrangements 
being entierly personal. 

The school dental nurse, in addition to 
her duties to provide treatment, also is 
required to instruct children in oral hygiene 
and carry out a dental health programme 
for all the schools assigned to her. 

The school service in 1922 treated reg- 
ularly 1.7% of primary school children. 
This figure had increased to 85.8% by 1952, 
and at the present time is 95%. 

The school dental nurse system was 
evaluated by Fulton’ and also by Grue- 
bell® and it has been the subject of much 
controversy. Both Malaya and Ceylon have 
set up training schools to train nurses of 
the New Zealand pattern, and in England 
a pilot scheme commenced last year. The 
Minister for Health of the Queensland Gov- 
ernment has also recently visited New 
Zealand to examine the system and its pos- 
sible application to conditions in Queens- 

The school dental clinic has become an 
accepted part of the school and dental 


treatment part of the educational programme, with th 


and it is claimed that there has been a 


._ marked increase in dental consciousness 


over the past twenty-five years. However, 
the large proportion of the adult population 
who wear dentures, and the early loss: of 
teeth after the adolescent period of free 
treatment has passed, could indicate in- 
adequate motivation and a lack of dental 
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consciousness and a reflection on the 
orientation and objectives of the child 
dental care programme. 

New South Wales (population 3,847,549) 
has no decentralized clinics, but provides 
for country people by mobile clinics which 
travel by rail to certain country areas. The 
school dental service uses 9 mobile clinics 
and is planning fixed clinics at large sub- 
urban schools. The treatment provided is 
limited to children aged 6, 7 and 8 years. 
Other children are examined and referred to 
private dentists for treatment. Adults and 
children in State hospitals, homes, mental 
institutions and penal establishments are 
given a full range of treatment, this group 
comprising some 43 institutions throughout 
the country. 

The Dental Hospital and the general hos- 

pital dental clinics also treat patients who 
are eligible on a means test. The indigent 
HM are treated without charge. 
m ©6©=-: Victoria (population 2,910,819) through 
4 the State Health Department provide a 
l school dental service and an adult service 
through the general hospital clinics and the 
Dental Hospital in Melbourne. Victoria be- 
ing a small State, there are fewer problems 
in the extension of services in country areas 
than in other States. In all States except 
Queensland there is a shortage of dental 
graduates to staff the State services. 

A number. of State Departments provide, 
or have just planned to provide, cadetships 
to give financiao assistance to dental stu- 
dents, and in return the graduate thus as- 
sisted will spend a certain number of years 


: with that particular service. 


A limited and variable educational pro- 
® gramme is common to all Government Dental 
HM Departments. This is the direct result of 
| the absence of a dental director and a divi- 

sion of dental public health. Preventive 
programmes are virtually non-existent, and 
the support for fluoridation and topical flu- 


orides is weak. It is to be hoped that the 
present emphasis of public health dentistry 
will overcome the shortcomings which exist 
at present. 


Dental Fluorosis and Fluoridation 


a. Natural Occurrence: 

There exists very few areas where the 
fluoride content of the drinking water is 
optimal in either Australia or New Zealand. 

However, the water drawn from the sub- 
artesian and artesian basin in Australia is 
very high in fluoride, some containing up to 
44.0 ppm (F). These occur mainly in Queens- 
land and to a lesser extent in Western Aus- 
tralia, and the Northern Territory in addition 
to parts of North-Western New South Wales. 
Very few communities use artesian water 
for drinking purposes, but where they do 
(Thargomindah; Julia Creek, Adavale in 
Queensland) dental fluorosis is observed, 
as the fluoride content is generally higher 
than 1 ppm and the climate hot and dry. 

Dental fluorosis in Australia was first 
reported in 1939 by Clements 3. The artesian 
supplies are used by cattle and sheep, and 
fluoride intoxication in both the subacute 
and chronic form presented a veterinary 
problem of some magnitude. This, however, 
over the past few years has been eliminated 
by the increased knowledge of fluoride meta- 
bolism and the control and restriction of the 
use of high fluoride waters. Surface waters 
show a very low fluoride content '5 and it 
can be said that throughout both Australia 
and New Zealand there is a widespread de- 
ficiency of fluoride in the diet, and an as- 
sociated high incidence of dental caries. 


b. Fluoridation: 

Fluoridation was first given official con- 
sideration in 1946 when the New South 
Wales Branch of the Australian Dental As- 
sociation recommended to its Federal Exec- 
utive that the National Health and Medical 








Research Council, which is the Common- 
wealth Advisory Health Body, should con- 
sider fluoridation. This Council referred 
the matter to its Dental Advisory Committee 
who formulated a series of resolutions 
which were subsequently endorsed by the 
Councilat .al. meeting of December 6, 1953. 

Immediately following this, the Australian 
Dental Association and the Britigh Medical 
Association in Australia endorsed and sup- 
ported fluoridation. However, the State 
Health Departments were the bodies who 
were charged with the responsibility to take 
the initiative in the introduction of fluori- 
dation, under the terms of Resolution? of 
the National Health and Medical Research 
‘Council Resolutions: 

“*‘This Council recommends that each 
State set up an Advisory Panel within its 
Health Department to review, advise on and 
Supervise proposals for the addition of 
fluorine to communal water supplies. These 
panels should include representatives of 
the medical and dental professions and 
public health, a water engineer and a 
chemist.”’ : 

In ‘some States fluoridation was consid- 
ered and Committees set up to formulate 
the legislation necessary to enable health 
and water authorities to fluoridate their. 
water supplies. However, in only twoStates- 
New South Wales and Tasmania - has legis- 
lation been enacted. 

Yass (New South Wales) which com- 
menced fluoridation five years ago, and 
Beaconsfield (Tasmania) which began flu- 
oridation in 1953, are the only communities 
where fluoridation is in operation, although 
a number of other communities have made 
decisions in favor of fluoridation. 

Goulburn (New South Wales - population 
18,000) is about to fluoridate. Other large 
country towns to approve fluoridation in 
New South Wales are Albury, Tamworth and 
Orange. Wollongong (New South Wales) and 


Shell Hechour (New South Wales) - popula- 


tion 150;000 - have requested the State 


Government to supply fluoridated water. - 
These areas are supplied by the water 
‘authority of the City of Sydney, and are not 
in the position to take direct action to 
fluoridate their water supplies. 

In Tasmania, Launceston (population 


100,000) is installing fluoridation equip- 


ment at present, and intends to commence 
this year. - 

The National Health and Medical Re- 
search Council has re-endorsed fluoridation 
several times since 1953, and most re-~ 
cently, at its Forty-Eighth Session held on 
November 12th, 1959, passed the following 
resolution: 

**The Council emphasizes the desira- 
bility of implementing the fluoridation of 
reticulated water supplies in the light of 
the accumulated evidence since the Coun- 
cil’s resolutions of 1953.’’ 

Fluoridation is now being seriously con- 
sidered in Sydney, and in view of the fact 
that fluoridation is now officially recom- 
mended by the State Health Department, the 
water supply authority, the Metropolitan 
Water Sewerage and Drainage Board, agree 
in principle with fluoridation, following the 
precedent of the American Water Works As- 
sociation and the endorsement by Health 
Advisory Bodies in Australia. Only the 
financial aspects of fluoridation and a 
government direction are to be discussed. 
In a rapidly expanding economy and with 
an increasingly decentralized population 
where water and sewerage services have 
to be extended, iit is not surprising that 
there is some reluctance to allocate funds 
for fluoridation, particularly when the level 
of dental health consciousness is not high 
and the seriousness of the dental problems 
little appreciated. 

In New Zealand, a fluoridation study area 
was set up in Hastings (population 20,000) _ 
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in 1953 '' and Napier, a nearby city was 
selected as a control. This study was, and 
continues to be, officially carried out by 
the New Zealand Health authority. The 
results of fluoridation in this area parallel 
those observed in North America. 

Ludwig '? reported that after 51-54 months 
of fluoridation, reductions in caries preva- 
lence ranging from 61%, 54% aud 32% in 
children aged 6, 7 and 8 years have been 
observed. 

However, there has been considerable 
lay opposition to fluoridation in New Zea- 
land, although it is Health Department 
policy and supported strongly by medical 
and dental authorities. One of the bene- 
ficial results of this opposition was the 
setting up of a Commission of Inquiry by 
the Government to report on the claims made 
for and against fluoridation. Public hear- 
ings took place from November 1956 to 
April 1957, and the findings of the Com- 


-mission were published in a most impres- 


sive and comprehensive 240 page document 
in July, 1957.'© However, the opposition 
continues to be active and after this report, 
referenda were held in eight towns and 
cities in New Zealand to get local approval 
of fluoridation, and were defeated in all 
instances. 

Mitchell '* has analyzed the referendum 
in Dunedin (a University city with the coun- 
try’s medical and dental school — popula- 
tion 103,300) and made a study of pressure 
groups and opinions in this city, and the 
reasons for the defeat of the measure in 
spite of its obvious backing by local and 
overseas health authorities given by Mitch- 
ell in his conclusions are — “‘because it 
was difficult to persuade people of the 


Mecessity of a measure, the benefits of 


which were not immediate and obvious, and 
partly because it was easier for opponents 
of fluoridation to place doubts in the public 
mind than it was for supporters to remove 
them.” 





c. Fluoride — Dietary Supplements: 

_Fluoride supplements in the form of a 
solution of sodium fluoride and subsequently 
as fluoride tablets have been in usc in 
Australia and New Zealand for nearly fif- 
teen years. Fairly widespread use of this 
method has been due to the personal ad- 
vocacy of dentists and physicians and their 
conviction that fluoride was an important 
factor in the prevention of caries. 

Preliminary surveys have shown that 
fluoride supplements are a practical method 
of supplying the needed fluoride to the 
child’s diet, but nevertheless more incon- 
venient, less certain and more expensive 
than communal fluoridation. The results 
which have been observed here are identical 
with those reported by Arnold, McClure and 
White.’ Only two-thirds of the population 
have a reticulated water supply so that 
some alternative method must be found to 
provide them with the benefits of fluoride. 

Individual fluoridators'? have not been 
used, but some families in country areas 
have treated their own drinking water tanks 
to provide their children with fluoridated 
water. 


d. Topical Application: 

Until recently this method of caries con- 
trol has not been in widespread use. Some 
Dental Schools (particularly Sydney) have 
used it for many years, and in New Zealand 
the government clinics provide topical 
fluoride as a routine treatment. Private 
dentists have utilized the technique when 
convinced of its effectiveness. Post-war 
graduates, more particularly from schools 
where fluorides were emphasized, have 
tended to use it more than dentists who 
graduated prior to 1944-46, and particularly 
those who graduated from schools where 
fluorides, including fluoridation, are given 
little attention and where even opposition 
to their use existd, e.g., Dental School 
University of Melbourne, Victoria. 
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Stannous fluoride has been used to @ very 
limited extent, mainly due to restricted 
availability of the material here. Currently 


a clincial trial of stannous fluoride is being - 


conducted at this Institution. 


Dente! Eduection 
In Australia there are five Dental Schools 


in the capital cities, In Hobart, Tasmania, | 
no school exists as yet, The student popu- - 


lation is a little over 700, and nearly one- 
half of these are in the one school ~Sydney 
(New Seuth Wales). 


In some of the dental schools, Preventive : 
Dentistry has not been taught ag a separate . 
subject in the curriculym, or has any eme © 
Dental Public | 


phasis been placed on it. 
Health as is currently understgod in North 
American concepts, hag been entirely ab- 
sent except for the dental school curriculym 
at the University of Sydney. Pedodontics 
has not been prominent in the curricula of 
of the schools, and three of the five school 
have had no lecturer in this subject. 
Post-graduate education has been organ- 
ized in a limited way by the State branches 
of the Australian Dental Association, and 
recently some of the schools are beginning 


to participate. 


The Dental School in Sydney has bees 
conducting post-graduate courses, and since 
1948, over 1,500 dentists have attended 


these courses, This School has also ace 
cepted a sumber of graduate students from 
South East Asian countries for post-graduate 
training, and this yeer a Diploma Course is 
Public Health Dentistry commenced. This 
programme is taught in conjunction with the 
School of Public Health at the University of 
Sydney. The World Health Organization has 
awarded fellowships to two candidates to 
study at Sydney University this year. 

In New Zealand the University of Otago 
Dental Schog] has a Department of Preyer: 
tive Dentistry which includeg Public Health, 
Pedodontics and Preventive Dentistry just 
appeared in the University Calender in 1948 
and 1946 respectively, Graduate and posts 
meduate programmes are conducted, and a 
new modern dental school has just been res 
cently completed, The staff of the schools 
aze active in research and the promotion of 
Preventive Dentistry, puetleulerty fluorie 


tion. 
atic ig hoped that a greater consciousness of 


the principles of dental public health will 

enable the profession in this country to adapt 
itself and its services to the changing pat- 
tern of socio-economic and palitical condi- 
tiong which al] counteieg are now experi- 
encing. 











Editors Note: 


This interesting paper was received too late. to, be included in, our 


International Issue. 
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Dental Problems and Programs for the Mentally ill 


Robert E. Crowley, D.D.S. — 


Before discussing the dental aspects of 
- the mentally ill, it might be well to see the 
extent of mental illness in our population 
so that the true dimensions of the problem 
can be appreciated. Recent reports indicate 
that there are about 17 million people in 
this country that are afflicted with some 
form of mental illness.’ This is approxi- 
one out of every ten people. Slightly more 
than one-half of the country’s hospital beds 
are occupied by the mentally ill, with 
673,115 or 51% out of the 1,320,309 patients 
comprising the average daily hospital cen- 
sus in 1957.* Each year, about 290.000. 
new patients are admitted to mental hospi- 
tals or to psychiatric units of general 
hospitals. * Ninety-eight per cent of hospi- 
talized patients are in public hospitals. * 
Hence, there is public responsibility for 
the care of these patients and that care 
should extend to include the concomitant 
physical ills of the patient. It would be a 
denial of modern medical principles to treat 
a segment of the patient’s illness while 
allowing other pathological conditions to 
flourish. Modern medicine adheres to the 
principle of treatment of the whole patient, 
a concept that certainly includes dental 
care. 


What is the prevalence of dental disease 
in these patients? Unfortunately, while 
constituting the largest hospitalized group, 
there is very little information available on 
their dental status. In a recent study 2,177 
hospitalized veterans with a neuropsychiat- 
ric diagnosis who had dental examinations, 
we found the following: 96% had missing 
teeth with an average of 12 missing teeth 
each; 57% had restorable. caries with an 
average of 3 carious teeth per patient; 23% 





Chief, Dental Service, V.A. Hospital, Montrose, N.Y, 


had caries involving the pulp; 81% had cal- 
culus deposits, while 52% had gingivitis 
and 31% had periodontal disease. In addi- 
tion, there are 390 inflammatory lesions 
including such conditions as periapical 
infection, pericoronitis, abscesses, etc.; 
there were 31 cysts and 51 neoplasms in- 
cluding 2 cases of oral carcinoma. 
Findings on other groups would vary with 
the different characteristics of the group. 
But there is, as we see here, a considerable 
quantity and variety of dental disease. 
Furthermore, many of these patients will be 
hospitalized for significant periods of time. 
They will be cut off from their usual social 
milieu and its health services, including 
dental care. Hence, the hospital must as- 


. sume this care which brings us to the ques- 


tion of setting up a dental program. 

In a new hospital or a hospital where a 
dental program is just being instituted, it 
is necessary to learn the extent of the dental 
conditions requiring treatment. The best 
method of doing this is by making a dental 
survey. .Here the patients are seen on the 
ward and examination findings are reported 
in the broadest terms since the object is to 
classify patients in terms of priority needs 
and in general categories of treatment. 
Such a classification would note the patients 
requiring extractions, fillings, prosthesis, 
periodontal treatment, etc. At the same 
time the surveying dentist would notice the 
patient’s response, his degree of coopera- 
tion, using such a scale as good, fair and 
poor or any other convenient designation. 
He would also notice any physical limita- 
tion, such as the patient’s being confined 
to bed or wheelchair, whether he had any 
marked tics,.or tremors or spastic condi- 
tions. All of this information will be of 
value in later planning. 
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After the patients have been surveyed a 
\efjmitive examination procedure is set up, 
aging the survey information to ensure that 
thege having priority conditions are called 
first. Furthermore, the survey information 
allows for intelligent and economic plan- 
ning by avoiding such unfavorable condi- 
tions as the scheduling of too many unco- 
operative patients at one time or too many 
wheelchair patients, etc. The definitive 
examination made in the dental clinic is, of 
course, preceded by dental radiographs. 
Based onthe examination findings, pro- 
posed treatment is outlined on the patient’s 
record and is reviewed by the Staff Physi- 
cian. He should indicate any relevant medi- 
cal facts, such as. sensitivity to drugs or 
antibiotics, bleeding tendency, cardiac 
conditions, as well as behavioral problems, 
such as assaultiveness, suicidal tenden- 
cies. Finally the physician should note 
on the chart his estimate of the probable 
length of stay in the hospital for the patient. 
With this new information, the dentist re- 
views the proposed treatment and converts 
it into a definitive treatment plan. The 
patient is then called for treatment and 
followed through a series of appointments 
until his dental defects have been elimi- 
nated. Since some of these patients will 
be hospitalized for long periods of time and 
even for years, a recall system is set up so 
that the patient will be seen at regular in- 


tervals for routine re-examination and any . 


required treatment. 
From the above outline, we see that a 
program has the following essentials: (1)a 


method of rapidly assaying a large number | 


of patients (dental survey); (2) a method of 
determining specific dental defects and di- 
sease (examination with radiographs); (3) a 
method of treatment planning (correlation of 
medical, psychiatric and dental data); (4) a 
method of ensuring routine re-examination 
and treatment (periodic recall system). 









So far we have seen that the mentally ill 
have a variety and extent of dental condi- 
tions probably similar to other groups having 
the same composition in terms of age, eco- 
nomic background, etc.; that care for these 
dental conditions must be provided in the 
hospital due to the long periods of hospi- 
talization, and, finally, the essential fea- 
tures of such a program to provide for den- 
tal care. This still leaves the question — 
would not the mental condition become an 
important added factor in dental treatment 
for these patients? It certainly would. We 
realize that the practice of dentistry is 
based upon two, assumptions: (1) that the 
patient is desirous of having treatment and 
is willing to put up with any temporary dis- 
comforts of dental operations because of his 
long-term gain in health, comfort, and ap- 


_ pearance; (2) that the patient will, there- 


fore, be reasonably cooperative during 
treatment. In some mental patients both 
these factors may be limited or even ab- 
sent. Psychiatric disease may result in 
ego impoverishment, causing the patient 
to lose all interest in himself, his own 
health and betterment; motivation is ab- 
sent. Again, he may be poorly oriented with 
an impaired grasp of reality, making cooper- 
ation questionable. In addition, there is 
a third factor that makes dental treatment 
different for the mental patient, and that is 
that such treatment must fit into the ob- 
jectives of the over-all psychiatric treat- 
ment of the patient. Thus, any contact with 
these patients and any treatment given them 
must be looked upon as having an inevitable 
psychotherapeutic component, a component 
that may be negative as well as positive. 
It is possible that a dental operation could 
be entirely successful and yet have an un- 
favorable effect upon the patient’s psychi- 
atric progress. The dentist treating these 
patients must see his procedures in terms 
of this over-all picture. 
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Despite these differences from normal 
practice, we should remember that the 
majority of mentally ill patients are still 
interested in their dental health and are 
reasonably cooperative. Our basic ap- 
proach, therefore, is to treat the mental 
patient just as we would treat the nor- 
mal one. It would be detrimental to ap- 
proach such patients in an overly guarded 
manner, to appear suspicious, or apprehen- 
sive. Even the ill patient who may seem 
to be scarcely aware of us, senses these 
attitudes and resents them. Rather, the 
dentist remains alert and ‘resourceful ‘so 
that when he encounters a problem patient, 
he attempts to meet the particular chal- 
lenge. Perhaps this could be clarified by 
a discussion of some of these problems. 

As we have noted, the first dental exper- 
ience for the patient is the taking of radio- 
graphs. Most patients are amenable to 
this procedure and standard techniques can 
be used. The problems encountered in the 
remaining patients are due to physical 
limitations or poor cooperation. Where 
patients can not hold the film in position 
due to poor coordination, tremors, etc., a 
bite block or angulating device can be 
employed. Where the patient is apprehen- 
sive, restless, or has poor adaptability, 
occlusal films may be substituted. They 
have the virtue of being fast, minimizing 
the chance of the patient’s unexpected 
movement during exposure and they provide 
a picture of an entire quadrant or more of 
the mouth. Though they lack the detail of 
the periapical films, they still give import- 
ant information that would otherwise be 
unavailable. 


Another problem that is found in these 
patients when taking radiographs, as well 
as in the normal patient, is that of gagging. 
Various methods have been tried, some of 
which may be effective in individual cases. 








One is the use of some type of topicd 
anesthesia for the posterior oral region. 
This may be applied by swabs, spray, o 
anesthetic mouth rinses and troches. A 
simple approach with which we have hai 
some success is moistening the film packet 
with a peppermint or other flavored solv 
tion. This relieves the dry unpleasant 
sensation of the packet that often triggers 


’ the gag reflex. In all such patients, it is 


advisable to schedule radiographs before 
they have eaten or a considerable period 
after eating. j 
The other problem, as indicated, is the 
patients’ uncooperativeness. Occasionally 
we will encounter a paranoid patient who is 
suspicious of the x-ray machine, believing 
it is a “thought controlling machine.”’ The 
dentist can explain the action of the me 
chine using the analogy of taking pictures 
with a camera. He can also modify his 
techniques and instead of starting in the 
customary molar area, where the patient 
believes that the tube is pointed at his 
brain, he can begin in the lower anterior 
region where the patient can observe the 
tube and see that nothing harmful takes 
place. Once the patient accepts the idea, 
there is a good chance that the series ca 
be completed, with the last area radio 
graphed being the upper molar regions. 
This same adaptability of approach is 
used when making the examination. Dentad 
examination does not begin with the mouth, 
but with the patient. This maxim is partic 
ularly true in the case of the mentally ill 
individual. In a sense, the dentist begins 
his examination as soon as the patient 
enters the room. He should notice the 
patient’s bearing, the way in which he sits 
in the chair, his expression and his initid 
responses. From such observations, 4 
great deal can be learned and the dentist’s 
approach can be modified in terms of the 
patient’s demeanor. 
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Before beginning the examination of the 


oral cavity, the dentist should ask the . 


patient whether he has any dental or oral 
complaints. The patient who is in good 
contact will usually give reliable informa 
tion about any condition that has been 
bothering him or any symptoms he might 
have. As in all examinations, this explora 
tion of the subjective symptoms of the 
patient is valuable and necessary in giving 
a comprehensive picture of that patient’s 
condition. In the case of the more severely 


ill patient, the responses may be unreliable 


and even bizarre, but this does not render 
them valueless, since they provide a gauge 
of the patient’s degree of impairment. 
Where a patient’s mouth is in very poor con- 
dition, with extensive caries, abscessed 
teeth, roots,etc.,and yet the patient main- 
tains that his teeth are fine, the dentist sees 
at once the patient’s lack of contact with 
reality,his inubility to appraise his own 
situation or else his marked defensiveness 
in denying what he believes is detrimental 
to himself. All of this information is of 
great value in treatment planning. 

In handling the hostile pafient, the den- 
tist should be particularly alert whiie still 
maintaining a friendly but firm attitude. If 
the patient makes derogatory or challenging 
statements, the dentist should contain them 
with a neutral reply and avoid being drawn 
into useless discussion which usually 
serves only to further arouse the patient. 
If a patient is known to be assaultive or 
gives such indications, the dentist should 
use a side or rear chair position in making 
his examination. Naturally, any sharp in- 
struments or dangerous chemicals should 
be absent from the area. A minimum of 
questioning and a minimum of manipulation 
and probing is desirable. 

When a neoplasm or oral disease is 
found, an attempt should be made to take a 
history. By now the dentist is familiar with 








the patient’s level of comprehension and 
he frames his questions accordingly. He 
should be careful of the terms he uses in 
referring to such lesions. Avoid words with 
suggestive connotations such as “‘ulcer,”’ 
“‘growths,”” “‘infection,’”” since such words 
are readily seized upon by the hypochon- 
driacal patient or incorporated into a 
patient’s delusions and somatic fantasies. 


Treatment planning is oriented in terms 
of the patient’s capacity to undergo the 
proposed procedures. By so doing, a real- 
istic basis is established and more treat- 
ment can be accomplished than by trying 
to apply rigid and purely dentally conceived 
solutions. Furthermore, by keeping the 
demands of treatment within the patient’s 
capacity, the patient is able to meet the 
challenge and not be overwhelmed. This 
is encouraging to the patient and enables 
him to accept further treatment. The ad- 
vantage of this approach, psychiatrically, 
is obvious. Treatment planning should be 
related to and kept in phase with medical 
and psychiatric treatment. It is embar- 
rassing to find that the dentist has ex- 
tracted teeth just before the surgeon in- 
tended to perform an operation, thereby 
interfering with the use of the general 
anesthetic. Again, it would be poor plan- 
ning to undertake the making of fixed 
bridgework for a patient who was about to 
receive shock therapy, where the induced 
convulsions could be damaging to the 
preparations the dentist has begun. It 
might be proper to delay dental treatment 
until psychotherapy has modified the 
patient’s behavior, making him more trac- 
table and, in some instances, arousing 
interest in himself and his health. Benefits 
are often seen after the patient has been 
placed on an ataractic or tranquilizing drug 
regime or been exposed to other psycho- 
terapeutic methods. 












In carrying out actual treatment, it is - 
advisable to start’ the least demanding ~ 


operations first, making a gradual approach 
to the more extensive areas. Where a 
patient’s mouth has numerous extensive 
_ caries, they can be treated temporarily by the 
use of zinc oxide and eugenol, thus render- 
ing the patient comfortable while definitive 
treatment is undertaken. Most patients will 
accept local anesthesia. High speed equip- 
ment, because it expedites extensive prepa- 
ration and minimizes sensations of pain and 
vibrations, is readily accepted by these 


patients and makes a valuable addition to | 


the operating armamentarium. Patients who 
can not come to the clinic may receive 
emergency treatment on the ward and the 
hospital dental service should have equip- 
ment for making such ward visits. In the 
case of completely unmanageable patients 
who have dental conditions requiring at- 
tention, treatment can be carried out under 
general anesthesia in the operating room. 


Should the patient’s treatment require 
dentures, it is well to have some ~identifi- 
cation placed in the denture base. In some 
places it is the practice to cut a number 
or other identification into the denture 
flange, but this sometimes leads to tissue 
irritation and is generally unsatisfactory. 
A better way is to type the patient’s name 
or identification on a slip of nylon which 
is inserted at the time-of packing the case 
and during processing becomes a permanent 
part of the denture. Having dentures so 
identified is a great advantage since many 
of these patients, due to their poor orienta- 
tion, are careless and lose or misplace 
“their dentures. Identification ensures that 
such dentures will be returned to the proper 
patient. Where a partial denture is inserted 
for a patient, the dentist should make cer 
tain that the patient himself can readily 
remove and replace the denture. If the 


- ably will either not wear them or else, onc 


‘ apathetic patient so that we can not depend 
‘upon the patient’s complaint to inform 1 


“trauma, retention of food, etc. 


patient experiences difficulty, the clasps 
should be adjusted. Patients who find it 
difficult to remove partial dentures invari- 







they are in place,- will leave them there, 
The retention of food debris about the cl asp 
produces extensive caries, while irritatic 
results in tissue proliferation especiall 
about the lingual bar. Even severe condi 
tions of this nature will be tolerated by the 













of such damaging situations. 

A persistent problem in the neuropsychi 
atric hospital is the maintenance of goo: 
oral hygiene. A comprehensive treatmen 
program must haye provision for a dentd 
hygienist and a method of recall for routine 
prophylaxis. A hygienist not only can pro 
mote oral health through prophylaxis, bw 


she also instructs and encourages the 





' patient in the proper and frequent use of 
‘ toothbrushing. - Hygienists also visit those 


patients confined to the ward, using some 
type of mobile kit to administer prophyl axi 
It is profitable to have the hygienists give 
talks and instruction to nurses and hospits 
attendants so that they may properly super 
vise the patient’s toothbrushing. 

Certain conditions are’ somewhat typical 
and are encountered -more frequently in 
the mental patient. One of these is hyper- 
plasia of the gingiva or gingival fibro 
matosis on the basis of dilantin therapy. 
This drug, as we know, is commonly used 
in the control of epilepsy and by some 





: obscure mechanism it promotes marked 


overgrowth of the gingiva, sometimes to 
the extent of covering the crowns of the 
teeth. The condition is painless but if 
extensive enough, it results in tissue 
Treatment 
may be conservative in approach but is 


‘more often surgical. To be effective, such 


surgery must be followed up by a rigorous 
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daily care on the part of the patient and 
periodic check ups and treatment by the 
dentist. Since the patient’s cooperation 
is a questionable factor, it is not unusual 
to see this condition recur. Before re- 
sorting therefore to frequent episodes of 
surgery, the dentist should explore with 
the patient’s physician the possibility of 
controlling the epilepsy by some other 
drug. When this can be done successfully, 
the gingival condition will disappear. 
Another condition encountered is the: 
habit that results in some 
form of trauma to the oral region. Some 
patients will place foreign objects in the 
mouth and maintain them there for days at 
the time. A case is recalled in which a 
strange traumatic ulceration was found on 
the palate. Extensive investigation could 
reveal no etiology for this condition. It 
was only by chance when the dentist hap- 
pened to observe the patient sitting in the 
waiting room that he saw him persistently 
poking at the roof of his mouth with the 
erasure end of a pencil. In another case 


there was a clearly defined area of inflamma- : 


tion running from the gingival crest of the 
anterior teeth up to the mucobuccal fold. 
The rest of the gingiva and oral mucosa 
was normal. Yet this area showed pro- 
nounced. erythema, inflammation and tissue 
breakdown and its lateral borders were 
sharply demarcated. Investigation showed 
that this patient had made a sort of stent 
out of silver foil candy wrappers which he 
wore in his mouth covering this particular 
area and leading to the bizarre pattern of 
infl am mation. 

More generalized conditions are also 
encountered that are secondary to the 
effects of mental illness. We refer to con- 
ditions such as periodontal disease re- 
sulting from poor oral hygiene — the so- 
called Schmutz pyorrhea. It is encountered 


in the apathetic and indifferent patient, | 
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in those who are regressed and also in the 
deteriorated individual. Retention of food 
debris can’ also produce inflammatory types 
of gingivitis in the susceptible mouth. 
These conditions respond well to conserv- 
ative treatment with scaling and curettage, 
often showing dramatic improvement even 
after a couple of visits. The problem, how- 
ever, is to maintain this gain. The hy- 
gienist should see such patients more 
frequently and the dentist should give 
periodic follow-up treatment. it is valuable 
to have ward personnel instructed in super 
vising and even assisting such patients 
in toothbrushing and maintaining oral 
hygiene. 

This same oral stagnation can produce 
erosive types of decay in susceptible teeth. 
Its presence is also a threat to fixed bridge- 
work. In such mouths, full and partial den- 
tures become retentive devices for food 
debris and results in denture stomatitis. 


Notice that these conditions are not due 
directly to mental disease per se, but are 
rather outgrowths of the effect of that 
disease. It may express itself in the detri- 
mental reiterated habit that happens to 
impinge upon the oral region, producing 
traumatic lesions or injury. The apathy 
resulting from some mental states leads to 
gross neglect, resulting in extremely poor 
hygiene, which, in turn, may produce ero- 
sive decay, inflammatory gingivitis and 
periodontal disease. Again, the treatment 
of the mental disease itself may lead to 
oral pathology as we see in the case of 
dilantin gingival hyperplasia. In all these 
instances, we find the disease producing 
its dental effects through secondary 


means, whether it is behavioral modifica- 

. tion, physical limitation, or drug therapy. 

It is important to keep these distinctions in 

mind when we: speak of dental conditions 
due to mental disease. 
















Summary: 

The extent of mental illness in the popu- 
lation has been discussed which results in 
the largest hospitalized population group, 
most of whom are in public hospitals. Due 
to the relatively long periods of hospitaliza- 


tion, provision must be made for these pa- 


tients’ dental care. The extent and variety of 
dental disease found in one such group of 
patients was outlined to emphasize the 


"urgency of dental needs and the necessi 





for a dental program. The essentials o 
such a program were outlined. The c 
ing out of dental treatment within th 
framework of that program was discusse 
and illustrated in terms of some of th 
problems. and diseases encountered. A 
proaches to their solution or treatment we 
outlines. 
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G. R. Guine, D.D.S., M.P.H. 
Director, Division of Dental Health 


A Discussion of Service provided for the Indigent by the 





West Virginia State Government 


West Virginia State Department of Health 


Inasmuch as the major portion of medical 
services provided to the indigent segment 
of the West Virginia population involves 
another department’s program - (other than 
where I am employed) - I shall present only 
the highlights of the various programs. 
Specific references will be occasionally 
made to the dental aspects of the programs 
described and the role of dentistry illus- 
trated as compared to the role other serv- 
ices have. 

The Department of Public Assistance in 
West Virginia offers the greater part of 
medical services to indigent individuals 
through its organizational divisions of 
social services, of child welfare, of crip- 
pled children’s service, of prevention of 
blindness and conservation of vision and 
of medical assistance to the aged. Table la, 


Ib attached illustrates the case load of in- 


dividuals for the programs of these divi- 
sions as of a particular date and/or time 
interval. 
Within the Division of Social Services 
are five separate programs: 
a. Old age assistance 
b. Aid to the blind 
c. Aid to dependent children 
d. Aid to the permanently and mentally 
disabled 
e. General assistance 
In order to qua!ify for Old Age Assistance, 
an applicant must be at least 65 years of 
age. To qualify for any of the other assist- 


ance programs, the applicant must possess 
certain disabling conditions confirmed by 
medical examinations. 

A small regular provision is made in 
maintenance budgets for inexpensive reme- 
dies which are found in the family medicine 
shelf. In addition, the department pays for 
medical, surgical, DENTAL, nursing and 
hospital care, and medical supplies in cases 
of an EMERGENT nature. Drugs supplied 
in cases of chronic illnesses depend upon 
the degree to which they are essential to 
the welfare of the patient. Medication such 
as insulin for diabetics and palliatives for 
persons in advanced stages of incurable 
diseases, may be provided upon proper 
medical authorization. Payment for DEN- 
TURES, eyeglasses, abdominal supports 
and other medical devices varies from time 
to time with the financial ability of the 
department. Funds are not always available 
for corrective medical or surgical treatment, 
such as diseased tonsils, DENTAL CARE, 
hearing and speech defects, and plastic 
surgery. When preauthorized, limited treat- 
ment is available for patients suffering 
from diabetes, epilepsy, primary anemia, 
terminal carcinoma and certain heart and 
circulatory diseases. 

Monies for the first four programs are 
examples of joint Federal and State par- 
ticipation ventures, while the general as- 
sistance program monies are from two 
sources: (1) The annual appropriation by 























































































































Table la — 
the St 
’ DEPARTMENT OF PUBLIC ASSISTANCE — INDIVIDUALS PARTICIPATING levy 0 
General Medical and Hospital Service (GMH) The 
In February 1961 servic 
j child’: 
1. Division of Social Services ounia 
a. Old Age Assistance 18,879 ical | 
b. Aid to the Blind 1,008 S St 
c. Aid to Dependent Children 78,934* are 
d. Aid to Permanently and Mentally Disabled - 7,326 Med: 
e. General Assistance 2,807 : 
of Crij 
2. Division a Child Welfare in February 1961 ; noite 
a. State Wards 329 of ag 
b. Boarding Out 2,147 
treatm 
3. Division of Crippled Children’s Service as of July 1, 1958 quires 
Total Case Load 3,004 includ 
Primarily Orthopedic 2,089 cleft 
Primarily Non-Orthopedic 915 ? 
Dentally - Primary 5 bones; 
Dentally - Secondary 38 
a resu 
Therefore 33/915 out of 3,004 involved dental procedures childr 
and ar 
*includes caretakers: 17,264 (e.g., ADC mothers, fathers, or relative) Ie @ 
oe treatm 
heart 
Table 1b wea fo 
“a condit 
To 
DEPARTMENT OF PUBLIC ASSISTANCE — INDIVIDUALS PARTICIPATING states 
Monies Allocated for Services Rendered By: wr: 
DENTISTS PHYSICIANS |HOSPITALS PHARMACIES | OTHERS to ” 
G.M.H. treatm 
In Feb. 1961 $8,359 $84,496 $208,426 $21,725 $20,080 able { 
» determ 
MAA. Depart 
Nov.-Dec. 1960 0 3,869 24,521 2,076 ™ 
No. Services 0 256 127 225 e factor: 
the fa 
Jan. 1961 37 11,751 61,121 7,844 9 
No. Ser vices 3 610 298 713 sons d 
health 
Feb, 1961 392 21,005 117,908 10,425 ” 
No. Services 9 1, 160 516 998 parent 
total | 
*Data were not available expect 
Deter 

















the State legislature, and (2) The annual 
levy of the participating county courts. 

The Division of Child Welfare provides 
services to assure the maintenance of a 
child’s well being and includes diagnostic 
services in acute illness and/or acute sur- 
gical conditions. Monies for this program 
are State and/or County appropriations. 

Medical services provided by the Division 
of Crippled Children’s Service includes the 
medically eligible* children under 21 years 
of age, of normal mentality, amenable to 
treatme nt and having a handicap which re- 
quires orthopedic or plastic treatment. This 
includes children with cleft palates and/or 
cleft lips, club feet, and with deformed 
bones; children who have been crippled as 
a result of serious burns or other accidents; 
children with poliomyelitis, cerebral palsy, 
and arthritis. 

In addition to orthopedic or plastic cases, 
treatment is provided children with operable 
heart conditions; with certain neurological 
and urological conditions and certain eye 
conditions. 

To be eligible, the Public Welfare Law 
states: “‘It is the intention that services 
for crippled children shall be extended only 
to those children for whom adequate care, 
treatment and rehabilitation are not avail- 
able from other than public sources. In 
determining the economic eligibility, the 
Department takes into consideration such 
factors as: the extent and cost of treatment, 
the family environs and the number of per- 
sons dependent upon that income and other 
health factors in the household. Many 
parents, not financially able to pay the 
total cost of rehabilitation, do, and are 
expected to pay, part of the cost.” 





"Determined by DPA State Program eight policy criteria, see Table 2. * 


Clinie services are provided throughout 
the State: 

Medical/Surgical care 

Hospitalization/Convalescent care 

Prosthetic appliances 

Nursing, medical, social and physical 
therapy services and in homes (on selective 
basis) 

Referral of selected cases to other 
agencies for continued care. 

The Division for Prevention of Blindness 
and Conservation of Vision offers treatment, 
surgery and other medical services for any 
eye condition which may result in reduction 
of vision through the General Medical and 
Hospital Services. Eligibility is determined 
by the County Council in accordance with 
policies currently prevailing for the GMH 
program. Medical care available through 
the program includes: 

a. Eye examination for persons with seri- 
ous defective vision. 

b. Treatment, surgery, hospital care and 
glasses for such eye conditions as cata- 
racts, trauma, iritis, glaucoma, venereal 
infections pertaining to the eye, and other 
acute and progressive eye conditions. 

c. Treatments for trachoma in special 
clinics. List of counties maintaining clinics 
may be procured from the Division for Pre- 
vention of Blindness. Anyone is eligible 
without reference to financial status. 

d. Artificial eyes. The Division will fur- 
nish, upon recommendation of a physician, 
artificial eyes to anyone who is unable to 
pay the cost from their own funds. 

Members of the 86th Congress believed 
that in the United States there was an ur- 
gent need for a medical assistance for the 


aged program. 












GENERAL 








The following general eight major policies will govern the administration of the medical / 
hospital program: 


1. The patient must be receiving assistance or care prior to the request for medical/ 
hospital services and must be acutely ill or in need of immediate surgical care. 


a. Services to unwed mothers when preautborized. 

b. Services to children for whom full or partial financial responsibility is assumed 
or is about to be assumed by the Deportment when there is no other source of payment 
and when preauthorized. 

c. Services to recipients of assistance for diagnostic purposes when preauthorized. 

d. Limited treatment for patients suffering from diabetes, epilepsy, primary anemia, 
terminal carcinoma and certain heart circulatory diseases, when preautborized. 

e. Nursing care services, when preauthorized. 


2. Insofar as is practicable, every patient has the privilege of selecting his own 
physician or hospital. 


3. Patients who cannot make their own arrangements, and who have no choice, will 
be referred in rotation to those physicians specializing in the field related to the patient's 
illness. 


4. Only those physicians, dentists, pharmacists, hospitals, nursing and maternity 
homes licensed by the proper authorities within the State in which they operate or prac- 
tice may be used in providing services to recipients of assistance. 


5. Aataaeemy patients should be treated in the veer s office. 


6. Non-ambulatory patients should be treated in their own homes when practicable. 


7. The medical and hospital program shall! be administered locally through the county 
offices of the Department of Public Assistance. 


8. The scope of the medical/hospital program within law and policy shall be governed 
by funds available. ° lt ig therefore essentia) that the costs of care be kept at a minimum 


in order that as many recipients as possible who are in need of immediate medical/hospital _ 
core may receive such care. 
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_ Dilators; Narcotics as prescribed; Digitalis. 





Thus, during the 86th Congress, the House 
and Senate enacted Bill H.R. 12580 on 
August 29, 1960. This Bill, later identified 
as part of the Social Security Amendments 
of 1960, was sigaed by President Eisen- 
hower on September 25, 1960. 

The Governor of West Virginia called a 
Special Session of the Legislature during 
the first week of October. The West Virginia 
Legislature enacted Senate Bill No. 1, al- 
low ing the State to participate in the Federal- 
State program forthe welfare of aged people. 
Thus, on October 5, 1960, West Virginia 
became the first State inthe Nation to begin 
Medical Assistance for the Aged. 

Eligibility Requirements revised within 
the last two months include all individuals, 
age 65 or over which have been verified and 
physicians verification of need for medical 
assistance; an income not exceeding $1,500 
per year and other resources not to exceed 
$5,000 for a single person or $7,500 for man 
and wife who are living together. 

Medical Assistance includes emergency 
medical needs covering up to 30 days per 
year, per person, hospitalization and all 
acute illnesses. However, this program is 
not for chronic illnesses except the fol- 
lowing chronic illnesses for which these 
specified drugs are paid for by the Medical 
Assistance to the Aged: - 

1. Diabetes: Insulin, Orinasé, Dibinase 

2. Epilepsy: All Anticonvulsant Drugs 

3. Terminal Carcinoma: Narcotics 

4. Primary Anemia: B—12 and Liver 
Extract 

5. Parkinsonism 
Rabellon 

6. Cardiovascular and Pulmonary Dis- 
eases: Quindine; Diuretics; Aminophyllis; 
Nitroglycerin; Anti-Hypertensive Drugs; 
Vaso Dilators; Anti-Coagulants; Bronchial 


Artane, Tolserol, 









7. Arthritis: Salicylates, Specific Anti- 
uric Acid Drugs; and Collodial Gold; Intra- 
Articular Steroids, Non-specific Vaccines 
when prescribed by specialists in ortho- 
pedics; general surgery; and internal medi- 
cine. 

8. Gastro-Intestinal: Antispasdomics 
and Amphojel Preparations. 

9. Antibiotics and preventive immuniza- 
tions when not furnished by other agencies. 

Most all the preceeding information per- 
tains to medical services available in only 
emergent situations. By virtue of the fact 
that many remedial services are indicated, 
a supplemental directive was issued ef- 
fective October 1, 1958. This sets forth 
exceptions to the general eight major policy 
items, (Table 2) 

The purpose in making these exceptions 
to the general medical and hospital service 
program is to permit payment for services 
to persons with a handicap or a chronic 
condition toward the end that persons may 
become fully or partially self-supporting 
(see Item 5), full or partially able to take 
care of their own personal needs, or fully~ 
or partially able to meet the needs of their 
dependents. 

It is now possible to authorize medical, 
hospital and other related services to per- 
sons receiving assistance, care or service 
from the Department provided: 

1. The services for which payment will 
be authorized will restore partially or fully 
the capacity for self-supp ort. 

2. The services for which payment will 
be authorized will improve the person's 
ability to meet any one or all of the normal 
demands of everyday life, without continu- 
ous help from others. 

3. The services for which payment will 
be authorized will be essential to the social 


welfare of a child. 








4. The services for which payment will 
be authorized will sustain or increase the 
ability of parents to carry out their respon- 
sibilities in the care of their children. 

5. The services for which payment will 
be authorized are not available from any 
other source; for example, agencies such 
as Public Health, Workme n’s Compensation, 
Veterans Administration, and the UMWA. 

These exceptions have been recently 
submitted for consideration in connection 
with the Medical Assistance for the Aged 
Program. Favorable reaction could thus 
assure additional remedial services. 

Since an inference has now been made 
to other possible sources of services - it 
seems only appropriate to describe what 
specific programs are available from other 
departments. Five organizational units of 


the West Virginia State Department of Health — 


offers services to the indigent population 
segment. 

The Division of Cancer Control pays 
vendors for diagnostic services and pres- 
cribed treatment for early cancer cases to 
the limit of funds appropriated for this serv- 
ice. Eligibility is determined by sympt ans 
that must be such as to lead the physician 
to suspect cancer and there must be evi- 
dence that the patient is unable to pay for 
his own care (indigent or medically indigent). 

The Bureau of Tuberculosis Control fur- 
nishes antituberculosis drugs to local health 
departments for distribution to tuberculosis 
patients on presentation of a physician’s 
prescription. 

Free drugs are distributed as follows: 

1. To patients suffering from Pulmonary 
Tuberculosis who have been released from 
sanatoria with medical advice. 

2. To patients with extra-pulmonary 
tuberculosis when bacteriological evidence 
of tuberculosis is furnished. 











3. To patients who are medically in- 
digent. 

4. Under special circumstances where 
a patient has left sanatoria against medical 
advice but when reason for leaving might 


- need further consideration. Individual con- 


sideration will be given by the Director of 
Tuberculosis Control tipon detailed justifi- 
cation by the Health Officer. 

In 31 counties a portable x-ray unit is 
provided four times a year for follow-up of 
contacts of known cases. Payment for clinic 
services is provided in additional counties. 

Mobile x-ray units visit each —— in 
the State once a year. 

The Director provides sities to 
physicians on tuberculosis diagnostic prob- 
lems. 

The Division of Maternal and Child Health 
has initiated delivery service programs and 
is presently conducting seven in counties 
of the State. Prenatal, delivery, post-partum 
care, and laboratory services are pmrchased 
by the Division. Hospitalization is limited 
to a minimum of four days for ‘‘normal’’ 
delivery and seven days for cesarean 
section. However, if a case requires a 
longer hospital stay, the physician in charge 
must obtain specific approval from the 
Director of the Division of Maternal and 
Child Health. 

Eligibility for participation is that only 
mothers referred by private physicians and 
public health nurses will be accepted. They 
must be residents of the county providing 
service and medically indigent, as deter- 
mined by private physicians and public 
health nurses. These services are limited 
by the amount of Maternal and Child Health 
funds available. 

The Bureau of Venereal Disease Control 
provides drugs. for treatment of patients 
visiting health department venereal dis- 
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ease clinics. Also private physicians may , 
secure drugs from local health departments 
__ to treat medically, indigent patients. 

The Division of Dental Health Sesneially. | 
supports in part-eighteen dental clinical 
facilities. 
‘as the indicated operative and surgical | 
‘procedures, are offered to eligible elemen- 
tary school children in eleven counties. 
Eligibility is determined by the usual in- 
digent criteria here-to-fore presented. Emer- 


gency treatment is available to secondary . 


school children in the clinic areas. A 
quantitative report for the first six months 
of this fiscal year is attached, - (Table es 
Actually, this report reflects less than three 
months clinical activity, inasmuch as the 


school year begins several months after | | 


July 1 and is interrupted many times with 


long time interval vacations (e.g. Thanks- | , 


giving, Christmas). 


Another. State agency offering a program ~ | 


to the indigent population isthe Department 
of Education - specifically the Division of 
Vocational Rehabilitation. Any disabled 
person is eligible for services if his mental 


or physical disability constitutes an em- 


Comprehensive services, such.» 


I 


~ ployment handicap; his mental or physical 


disability is static or slowly progressive, 
and there is reasonable assurance that re- 
habilitation services will result in suitable 
and gainful employment for the individual. 

In addition - the Workmen’s Compensation 
Conmission can authorize payment to ven- 
dors for compensable occupational illnesses 
and injury including treatment, surgery, 
hospitalization and appliances and for non- 
compensable trauma if contributory to com- 
pensatory disability. They can pay for 
unrelated illness insofar as the unrelated 
illness prevents healing of a compensatory 
condition. As soon as healing is effected, 
the Commission’s responsibility for the un- 
related illness is terminated. 

In conclusion - I wish to gratefully ac- 
knowledge the valuable assistance given 
to me in the preparation of this paper by 
Dr. N.H. Dyer, Director, West Virginia State 
Department of Health and Mr. Calvin Cook, 
Supervisor, Special Social Services, Divi- 
sion of Social Services, West Virginia State 
Department of Public Assistance. 


y ellihitbaitidiilaipaag 








SREKKKKEKE KARE EES 


The second Advanced Institute on Hospital Dental Service has been announced 
for Nov. 28-30 in Chicago. The am ouncement was made by Dr. O. J. McCormack, 
Chairman, Council on Hospital Dental Services, American Dental Association. 

The Advanced Institute will be sponsored by the American Dental Association 
in cooperation with the American Hospital Association and will convene in the 
latter’s headquarters in Chicago. 

The Advanced Institute is an outgrowth of basic institutes held over the past 
five years in various cities throughout the nation. These basic institutes pre- 
sented general principals and standards for the administrative and professional 
organization of dental services in hospitals. The Advanced Institute will pre- 
sent particular phases of hospital dentistry in relation to the hospital and to the 
total health care of the patient. Programs will be offered on legal, administra- 
tive. financial and insurance aspects of the topic as well as discussions on the 

_ elation of the hospital to the total health program of the community. 

Program planning is being headed by Dr. Gerard J. Casey, Secretary, Council 

on Hospital Dental Services, American Dental Association. : 
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Hugh M. Averill, D.D.S. 
Director of Dental Health 
Eastman Dental Dispensary 


Two subjects of particular interest to the 
public health dentist were discussed during 
the Twelfth National Dental Health Confer- 
ence held in Chicago in April of this year 
under the auspices of the A.D.A. Council on 
‘Dental Health. The recommendations, if 
carried out, could have a significant impact 
on the dental health of the United States. 

On the first day the subject of fluoridation 
was discussed, with special reference to the 
factors, psychological and otherwise, which 
appear to contribute to the success or failure 
of such campaigns. 

The startling discovery, on analysis of 
the discussion, was that both the successful 
and the unsuccessful campaigns had sought 
and obtained the active support of influential 
citizens and organizations in the community. 
In each case, a great deal of preliminary plan- 
ning and health education had taken place. 
Favorable press coverage was common to 
each. It would appear, therefore, that one or 
two ingredients still are lacking in our under- 
standing of the motivation mechanism in 
fluoridation campaigns. 

One solution, of course, would be the wide 
acceptance of the opinion of the health pro- 
fessions that decisions on public health 
measures of proven safety, effectiveness, 
and economy should be made by official 
boards of communities after consultation with 
experts, and not by vote of the people at 
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large. Unfortunately, legislatures in some 
areas requires that fluoridation be voted upon 
by the community. Every effort should be 
made to bring about the repeal of such legis- 
lation. 








FEDERAL GRANTS IN AID AND FLUORIDATION. 


An Action Proposal. 


A second ingredient missing in official 
recommendations is the failure of the health 
professions in general and the dental pro- 
fession in particular, to meet the forces who 
oppose communal water fluoridation on their 
own ground with an active campaign. Until 
recently, we have been advised and con- 
sented to present the facts and then to say: 
**Take them or leave them; it is your de- 
cision as to whom you should believe.” 
Many of us have been surprised to find that 
the general public is not impressed by facts 
and figures presented by authorities from 
authoritative sources; yet a “‘liberal inter- 
pretation” of something less than the truth 
presented in a manner designed to appeal to 
one’s basic emotions and values by rabid 
anti-fluoridationists is readily accepted. 

It is encouraging to note that the recent 
trend of thought in organized dentistry favors 
a change in tactics, with the emphasis on 
answering objections before they are made, 
and presenting the information in a jour- 
nalistic and appealing fashion. Such an ap- 
proach has been used in recent months in 
several areas of the country, and appears 
to be more effective. 

During the conference, mention was made 
of the possibility of large grants-in-aid being 
made to the States from the U.S. Public 
Health Service. Such grants would be used, 
in part, to initiate dental care programs for 
dentally indigent children on an incremental 
care basis. Such grants-in-aid should be 
welcomed and utilized to the fullest extent 
by the various States. 

When one considers the two areas dis- 
cussed in the foregoing,, i.e., the need for 















fluoridating more water.supplies as the most 
effective, safe, and economical method of 
controlling dental caries, together with the 
possibility of federal aid to establish dental 
care programs for children, one logical con- 
‘clusion is reached: either the U.S. Public 
Health Service or the State Health Depart- 
ments should decree that no community could 
benefit from new moneys for dental care 
programs unless it uses every available 
means to control dental decay first. 

This would make it mandatory for a com- 
munity with a central water supply to fluo- 
ridate before any program of dental care for 


children could be set up under the granten 


in-aid programs. What better stimulus could 


be provided to encourage communities to 
fluoridate? Can you imagine the indignation 
‘of parents in a community when they find 


out that there could be a treatment program 
for children in marginal income families, 


 except——-? 


The writer urges the Public Health Service 
and the State Dental Directors to consider 
such stipulations for grants-in-aid moneys, 
It would seem to be a logical and effective 
was to encourage fluoridation on a National 
scale, and to effectively do something about 
our dental decay problem on the community 
level. 








.—AGES.OF MAN— 


mA modern version of Shakespeare’s seven ages of man was presented last week 
at the annual.meeting of the American Medical Association by Dr. John F. Briggs. 
of the University of Minnesota in an outline on how ‘to prepare for middle age. 
He traced the pattern of the emotional reactions of a man through his school days: 
his “‘twirling twenties,’’ when he is starting out on his job; his “‘thirsty thirties,”’ 
when he is climbing: on the job and the social ladder; his ‘“‘foolish forties,’’ when 
he is seeking renewed status symbols, and his “‘frenzied fifties,’’ when as a 
result of :increasing stresses and strains oyer the years he has depleted his 


his emotional, intellectual and physical reserves. 


At this age, Dr. Briggs said, 


man runs risks ranging from hypochondria and alcoholism to attempts at suicide 


or murder. 


The best way to steer a pentose course through the “‘frenzied fifties’’ to 
the “‘serene sixties,’’ Dr. Briggs, 56, said, is to use a “‘scheme of the A’s’’ early 


‘in life to avoid frustation later: 


to assay one’s assets and liabilities; to accept 


liabilities that cannot be changed and achieve success within the area of one’s 
personal assets. 
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THE AMERICAN BOARD OF DENTAL PUBLIC HEALTH 





Scope of Practice 


The practice of dental public health is 
concerned primarily with dental health edu- 
cation of the public, with applied dental 
research, and with the administration of 
group dental care programs as well as the 
prevention and control of dental diseases 
on a community basis. 

In the application of skills in the practice 
of dental public health, an approach through 
a group of the population is followed rather 
than through consideration of the individual 
patient which characterizes the general 
practice of dentistry or the dental special- 
ties other than dental public health. The 
groups may consist of limited segments of 
the population with like characteristics, 
such as preschool or school children, pa- 
tients in hospitals for the mentally or phy- 
sically handicapped, the chronically ill and 
aged in nursing homes, hospitals or private 
homes, beneficiaries of public welfare and 
participants in prepayment plans for dental 
insurance sponsored by labor and industry. 

The group may include a total population, 
as for instance, when the status of dental 
health of a community is under study, or 
when a preventive measure such as fluori- 
dation of a public water supply is the ob- 
jective of a program. The most important 
characteristic which distinguishes the 
practice of dental public health from the 
private practice of dentistry is concern for 
the group rather than for the individual. 


Optimum dental health for the group, hence, 


is the objective of dental public health. 


Educational requirements in dental public 
health are of broader scope than those in 
the other dental specialties. They require 
widely varied sources of academic training 
combined with practical experience. Prep- 
aration for the practice of the specialty of 
dental public health requires more than 
basic or advance technical competence in 
dentistry, per se. Required, as well, is 
knowledge and understanding of a wide 
array of non-dental scientific disciplines, 
such as epidemiology, demography, ecology, 
social economics, biostatistics, public ad- 
ministration, methods of research, and tech- 
niques of evaluation of data. Approved 
graduate programs to provide such training 
for the specialist in dental public health 
have been available for many years in the 
schools of public health of a limited num- 
ber of universities. 

The specialty of dental public health 
cannot be considered a “‘splinter group’’ as 
the term is generally used. It does not re- 
move from the realm of the general practi- 
tioner any segment of his practice. On the 
contrary, it endeavors to augment and sup- 
port the efforts of all dental practitioners, 
special as well as general, to control dental 
disease, to assist them in their participation 
in activities for the community’s health and 
to improve the public relations and liaison 
between the profession and the public. 

A marked difference exists, also, in 
practice of the specialty of dental public 
health in situations requiring joint effort 
with other disciplines. Generally, other 
dental specialists work independently, while 
in the practice of dental public health efforts 
must be coordinated with those of many 
other disciplines in the health and related 
fields. Programs of dental public health 
frequently utilize the skills of other dental 
specialties as wellas the service of general 
practitioners. 

























The role of the specialist in dental public 
health is a dual one. As a representative 
of dentistry with special skills, he partici- 


pates with other non-dental-health-disciplines 3 


in the formulation and operation of dental 
public health programs within the context 
of general public health activities. In ad- 
dition, he is a consultant and advisor to 
general dental practitioners and specialists 
in the development of general or specific 
activities of the community in which they 
may be associated or about which they may 
be concerned. In this sense, problems of 
dental health of the community are referred 
to the specialist in dental public health in 


somewhat the same manner that general - 
practitioners refer problems of individual | 


|” .patients to other kinds of specialists. 


- . to enhance its appeal as a cereer. The ex 





In addition to the 300-400 dentists n¢ 
engaged in the full-time practice of dent 
public health, greater numbers of qualif 
specialists are required to provide the ne 
for the staffs of public-health agencies 
the local, State, and Federal levels. Cc 
tinued recognition of dental public healt 
as a specialty of dentistry can be expecte 


istence of professional organizations, 
professional journal and established p 
grams of teaching at the undergraduate,’ 
graduate and continuing education leve 
all tend to support the substance and mat 
rity of dental public health as a recogni 
ble specialty of dentistry. 


habe 





Synopsis of a presentation by Dr. Norman Gerrie “Public Health Service Career 
Development Programs.’’ Presented at the Annual Meeting, APHA, Southern 


Branch, April 1961. 





Dr. Gerrie discussed the part which the Public Health Service plays in the 
career development program and made an evaluation of the needs and aims of 
the Service. The Public Health Service does not have a development program 
which embrages members of all professional categories in the dental profession. 
The training program includes dental students as well as some who participate 
after one or two years of private practice. The qualifications and duties of of- 
ficers as to type of wark and geographical location of work were explained. The 
advantages of the training program for the trainees as well as the advantages to 
the communities were evaluated. The Career Development Program meets several 
needs: that of the trainees themselves, the need of the local and state health 
agencies which benefit from the service, the need of the Development Program 
which benefits from the evaluation and responses of the trainees in the future 
planning of the program. 

Over a three year period, each trainee enters into service with a local and 
state health departments, is involved in a dental project for which he is respon- 
sible, is subject to evaluation, and may be recommended for continuance in his 
work or reassignment. The three year program is carefully planned to bring out 


the potential of the trainee as well as to offer the state and local agencies the - 


benefit of professional assistance. 









Ten 


Te 
meet 
one | 


is st 
Detr 
new 
meet 
head 
Cadi 


Gove 


Nove 
2 p.t 


Heal 
fast 

sect 
Fron 


Hall 





ists. 





tists n 
of dental 
> the ne 
encies 
sls. Cons 
lic he t 
expect 
The ex 
ations, 
shed p 
graduate. 
n leve 
and mat 
>cogni 


reer 
ern - 


the 


. of 


of- 


nd 


is 
put 


he - 















Tentative Plans for APHA Annual Meeting 
in Detroit Announced 


Tentative program plans for the APHA 
meeting in Detroit are being completed with 
one or two definate commitments for speak- 
ers as yet to be nailed down. The meeting 
is scheduled for November 13 through 17 in 
Detroit with the new Cobo Hall in Detroit’s 
new civic center as the headquarters for 
meetings and exhibits. There will be no 
headquarters hotel although the Sheraton- 
Cadillac will be the meeting place for the 
Governing Council. 


The Governing Council will meet Sunday, 
November 12, at-the Sheraton-Cadillac at 
2 p.m. running on into a dinner and evening 
session. 


On Monday, November 13, the Dental 
Health Section Council will hold a break- 
fast at 8 a.m. with all sectien officers and 
section council members urged to attend. 
From 10:15 until 12:15 om Monday, the first 
Association Symposium will be held in Cobo 
Hall (speakers and subject to be announced). 


Monday afternoon the Dental Health Sec- 
tion will hold its first independent session 
devoted primarily to Dental Health Section 
affairs with Wes Young, Chairman of the 
Section, presiding. All interested members, 
fellows, and guests are requested to attend. 
At the conclusion of the business meeting 
the tickets for the social hour will be dis- 
tributed gratis to all present. 


The Dental Health Section social hour 
will be held Monday from 5:30 to 7:00 p.m. 
in the Reception Room of the Sheraton- 
Cadillac. 





‘Tuesday afternoon, November 14, will see 
the first joint session in Cobo Hall with 
the Medical Care Section, entitled “‘Stand- 
ards of Good Medical Care for the Aging.” 


The presidential address and thepres- 
entation of the Sedgwick Medal will be held 
Tuesday evening in the Grand Ballroom of 
the Sheraton-Cadillac. 


Radiation Hygiene 


Wednesday, November 15’s joint session 
with the Occupational Health and Engineer- 
ing Sections will be in Cobo Hall on “‘Radia- 
tion Hygiene.”’ It is anticipated that a den- 
tist, expert in this area, will be asked to 
present as one paper a summary of den- 
tistry’s outstanding accomplishments in 
radiation hygiene over the past few years. 


The Dental Health Section luncheon will 
be held Wednesday noon in the Sheraton- 
Cadillac’s Washington Room with the speak- 
er to be announced. An attempt is being 
made to secure a prominent official of the 
UAW-CIO to discuss labor’s role in health, 
with dental health, and, in particular, 
fluoridation emphasized. 


Wednesday afternoon will see the second 
meeting of the Governing Council in the 
Sheraton-Cadillac and a joint session, 
sponsored by the Association for Business 
Management in Public Health joined by the 
Dental Health Section and others, entitled 
“The Health Department and Medical Care 
Administration,”’ again, in Cobo Hall. 


New Developments in Dental Public H ealth 
Thursday morning, November 16, the Den- 


_ tal Health Section, in cooperation with the 















will hold a session, entitled ‘‘New Develop- 
ments in Dental Public Health.’’ This 
session will be in two parts. The first part 


will be devoted to the ‘‘Public Health Ap- 
plication of Caries Activity Tests’’ with the: 


development of ‘‘A Modified Snyder Test”’ 
discussed by Dr. M.E. Jarrett, Director of 
Dental Health, Wellington County Health 
Unit, Fergus, Ontario, as the panelist. The 
second paper of this first half of the session 
will be presented on ‘*The Lactobacillus 
Count” by Kent T. Roark, Associate Director 
of Laboratories, Tennessee Department of 
Public Health. 


The second half of this two-part session 
is entitled ‘‘Programs for Preschool-Age 
Children’’ with the first paper on ‘‘Direct 
Mail Motivation of Parents of Three-Year- 
Olds,”’ given by Zachary M. Stadt, Assistant 
Health Officer in Charge of the Division of 
Dental Health of the Contra Costa County 
Health Department, Martinez, California. 
The second paper entitled, ‘“‘The Riverdale 


Preschool Dental Project,’’ will be given 


by Dr. H.S. Grey, Director, Division of Den- 
tal Services, Toronto Department of Public 
Health. 


Thursday afternoon and evening will be 
open. 


Friday, November 17, will see a second 
Dental Health Section Council breakfast 
followed by the concluding Association 
Symposium (subject and speakers to be: 
announced). 


The Dental Health Section Council of- 
ficers and members are reminded that they 
are asked to meet with the Executive Board 


for luncheon on Friday noon. 






Michigan group of dental public healthers, 


Dr. Fred Wertheimer, Director of the 
Division of Public Health Dentistry of the 
Michigan Department of Health, and a Past- 
President of this Association, received a 
signal honor at the 104th Annual Meeting 
of the Michigan State Dental Association 
held in Detroit April 10-12, 1961, by being 
named Honorary President of that Associe 
tion. He is only the fourth individual to be 
so designated in the Association’s history. 


The resolution appearing below was 


presented to the General Assembly and was $ 


unanimously adopted. 


‘WHEREAS, Dr.. Fred Wertheimer has 
served as secretary of the Michigan State 
Dental Association for 17 years, and 

“WHEREAS, His services to the Michi- 
gan State Dental Association, the Board of 
Trustees, and organized dentistry through- 
out the State and Nation have been per 
formed in an outstanding manner and with 
great devotion, and 

“WHEREAS, His association with the 

State of Michigan’s Department of Health 
has been of inestimable value to the Michi- 
gan State Dental Association and the people 
of Michigan, and 

‘WHEREAS, He no longer wishes to con- 
tinue in an official capacity with the Michi- 
gan State Dental Association, 

“THEREFORE BE IT RESOLVED, That 
the members of this Association here as- 
sembled express its deep appreciation to 
Dr. Fred Wertheimer for his devoted service 

to the dental profession, and 

“BE IT FURTHER RESOLVED, That 
the title of Honorary President of the Michi- 
gan State Dental Association be conferred 
upon Dr. Fred Wertheimer and a suitable 
plaque be presented to him.”’ 
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Hubert A. McGuirl, President of the: 


Rhode Island State Dental Society, had a 
bright idea. Three years of experience in 
organizing and working with the New Eng- 
land Dental Insurance Study Committee had 
shown him the effectiveness of regional 
planning and programming. Extending this 
reasoning, he recognized the common prob- 
lems so many of the State Dental Society 
Councils on Dental Health are laboring with 
each year and wondered if better coordina- 
tion and less duplicate effort might result 
if these problems were hashed out at a com- 
mon meeting each year just as the officers 
of the Dental Societies of the six New 
England States have been talking out their 
administrative problems for several years 
now in the New England State Dental Of- 
ficers Conference. Dr. McGuirl’s idea was 
well received and, of course, he was elected 
to put it into practice. The result was a 
six-State conference of chairmen and dele- 
gates from the State Society Councils on 
Dental Health held in Hartford Connecticut, 
April 15-16, 1961, in coordination with the 
Officers’ Conference. From this has arisen 
a new organization, The New England 
Council on Dental Heaith,. with William T. 
Barto, Jr., of West Hartford, Connecticut 
as its chairman. The Executive Committee 
of the Council will include the chairman 
and one delegate from the Council on Dental 


Health of each State in the area. 


Business aside, most of our time at Hart- 


ford was devoted to a scientific program 
‘entitled Conference on Dental Care, in a 


large part of which the New England dental 
officers’ group joined us. Our speakers in- 
cluded a number whose names are familiar 
in dental public health circles. 

On Saturday afternoon there was a panel 
discussion on provision of dental care, with 
Rudy Friedrich presiding. No amount of 
@ral surgery at Columbia can keep this 


energetic gentleman away from the subject — 


NEW ENGLAND DENTAL HEAL TH COUNCIL ORGANIZED 








of dental care. “He gave us a clear sense 
of the responsibility of the dental profes: 
sion to take its share in moulding the socio+ 
economic pattern of the country in yeard to 
come. All medical group care plans, le 
said, were the result of good, stréng, dg- 
gressive action. We almost expected Rudy 
to have pieces of lead pipe to give out to 
us at the end of the session. 

First speaker was Quentin M. Smith, Jr:; 
of the U.S. Public Health Service. He tdld 
us of the poor utilization of Federal mateliz 
ing funds for the ill and aged and then w@ht 
on to describe the demand for group deiital 
care among the labor unions and throughdtt 
the public at large. He listed for us *é. 
various agencies within which group cifé 
plans could arise: State dental societies, 
commercial insurance companies, industrial 
or labor organizations, consumer coopera- 
tives, etc. A very informative talk. 

Three talks then followed on regional 
problems. Herbert L. Taub, of Jamaica, 
N.Y., described the plans of the New York 
State Dental Service Corporation and the 
various possible contracts it might design. 
William D. MacIntosh and A. James Kershaw 
then told of the experiences of the Rhode 
Island Society in organizing a Dental Service 
Corporation and through it attempting joint 
operation of a dental service for the Jewelry 
Workers’ Union in Rhode Island. The after- 
noon session concluded with a talk from 
Melvin Dollar of the Dental Divisiof of 
Continental Casualty Company. Mel gav¥é 
us an excellent-outline of the functiofi of 
the commercial insurance carrier in the fié| 
of prepaid dental care and answered fof tid 
a number of questions concerning the Géii- 
tinental Casualty plan discussed so extéfi- 
sively in the Journal of the American Déatél 
Association. Mel brings to this field @f 
extraordinarily _well-ropnded experienée: 
Some will remember him (as I-do):as Seefé: 
tary of the old Committee on Economiés éf 
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the American Dental Association in the — 
days when Ray Walls organized the first 
careful study of dental needs in the United 


States. Later, of course, Mel has been 
Executive Director of Group Health Associ- 
ation, Incorporated, in Washington and has 
organized the prepaid dental program for 
this Association. 

Our after-dinner speaker, Saturday evening, 
was Dr. William J. Putnam, Dental Con- 
sultant, Division of Chronic Diseases, for 


the U.S. Public Health Service who told us" 


some of the possibilities (most -of them 
neglected) offered by the Kerr-Mills Bill for 
dental health care for the aged. Sunday 
moming we heard Dr. Kershaw again on 
post-payment plans for dental care, then 
wound up our session with a round-table 
conference on the organization and object- 
tives of our new Council. 

This group will be heard from more ex- 
tensively in years to come, I am sure. 


James M. Dunning 





This is a report on the Third Annual Con- 
ference of National Organizations concerned 
with aging, sponsored by The National 
Council on the Aging, in New York City, 
April 24-25, 1961. 

Clarity was not a perceptible virtue of 
this conference, perhaps because it was 
obviously a congregation of ‘“‘interest’’ 
groups. However, some useful information 
came out of it obiter dictum. 

“‘The Kennedy Administration is deeply 
conmitted to giving full attention to the 
country’s older people,”” Abraham A. Ribi- 
coff, Secretary of Health, Education, and 
Welfare, told the opening session, ‘“‘and the 
keystone of President. Kennedy’s program 
is the administration proposal for health 
insurance for people over 65, under the 
Social Security program.”’ 





- Defining socialized medicine as a system 
under which all health facilities are owned 
by the government and all dentists and other 
health personnel are employed by the govern- 
ment, Mr. Ribicoff said the administration 
proposal would not be socialized medicine 
and would not lead to socialized medicine. 
The patient would choose his own doctor 


and pay his own bills, the Secretary asserted. 


The legislation would simply provide a 
means of paying for medical services. 
Mr. Ribicoff also promised that “‘the Con- 


ference on Aging report will not be allowed. 


to gather dust on a bureaucratic shelf.” 


Members of a ‘“‘Round Table Panel” { 


agreed that the public image of aging is 
confused for a variety of reasons, but ten 
workshop groups talked more on the stake 
of each interest group in the aging program 
than on how to change the public image of 
aging. 


The panel moderator, Charles E. Odell, ; 


Director of the Older and Retired Workers 
Department of the United Auto Workers of 
America, stripped off the veneer by saying 


that, ““depending on what we are trying to 
prove, we tend to feel and to try to show 


that the aging are well and self-sustaining, 
sick and dependent, or whatever else we 
imagine them to be.”’ 

Others pointed out that an image is some- 
thing perceived by others and therefore 
exists in their minds; that we tend to think 
in stereotypes; and that we also create pres- 
sures on people to live up to those stereo- 
types. 

Rabbi Abraham Joshua Heschel pointed 
out that the objectionable feature of being 
old is that it has the -connotation of being 
stale. ‘““To make people stale is corrupting,” 
he said. “It is a sin.”’ Yet, in mach of our 
planning for older people we think in terms 
of hobbies, “‘the mass murder of time.” 
Equating senility with becoming stale, Dr. 
Herschel characterized beatniks as senile 


youths. Rage 5:09 
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In professional discussions, Dr. Richard 
H. Williams of the National Institute of Men- 
tal Health reported that mental function ap- 


parently is retained throughout life; mental 


illness in older people is not essentially 
different from mental illness in younger 
people. 

Dg. Muriel Oberleder of the American Psy- 
chological Association confirmed this ob- 
servation, and warned that we may discon- 
tinue the slowing down of reaction time with 
aging. This may actually be due to the 


. dulling of the sensory apparatus giving 


older people fewer clues to react to, she 
said. Some studies have shown that ‘in- 
creasing the stimuli for older people may 
stimulate an increased reaction. 

Dr. Frederick Schwartz, ‘chairman. of the 
AMA Committee on Aging, said there is-no 
such thing as “geriatric diseases.” All 


segments of the population suffer from the 
same illnesses regardless of age, and the 
AMA has set its sights on preventing and 
guring all diseases, not merely those of the 
aging population, 

In at least one workshop, a participant 
felt that some older people regard the loss 
of teeth as the price of being 65. 

A representative of the American Home 
Economics Association reported that her 
committee has found a need “‘to organize 
to get older people to a dentist. To older 
people, transportation is a real problem.” 
In at least one community, she said, the 
American Red Cross motor corps has re- 
fused to transport people to the dentist. 


-Cornelius M. Bowen 








How to Lose Friends and Win 
sina The S Man knows that it is inevitable that he will succeed. He is in de- 
mand, for while there are thousands of bosses, there is only one him. He is 
unencumbered by the Non-S qualities of friendship and gratitude. 
Then there is the matter of talent. Is talent necessary to be successful? Of 


course not. 


The S-Man, of course, exploits the man of talent. It is the man of talent who 
supports the S-Man and keeps him on top. The man of talent must struggle to 
maintain his position. But, in his frantic struggle, he is not only maintaining 
his own position, he is supporting the S-Man at the top. 

This is contrasted with the F-Neurotic. The F-Neurotic believes that, when 











he is asked for his honest opinion, he should give it. He wishes to be credited 
with good marks for each little deed he does. He regards his career as a kind 
of piggy bank, with his boss making a deposit for each good deed. He will find, 
when he breaks the bank open at the end of a lifegime, that there is less in it 
than when he started. 

' “Learn to organize,”” Mr. Caine writes. ‘‘An organization enables a man to 
blame others for his own mistakes.” 

In building the organization the S-Man knows that if he helps the genius up the 
first ten feet of a precipice, the genius will carry him on his back for the rest 
of the climb. 

You cannot read the book without thinking: ‘‘Now aren’t you glad you got 
into Public Health and not in advertising?” 


From the book “‘The S-Man’* by Mark Caine. Published by Houghton Mifflin 
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Goal to whos these Presents Shall Come Greeting: 


G cuances F. Canpennier Secrelary of Shache of lhe Shake of anair,do harely 


wealify thal AMERICAN ASSCCIATICN OF PUBLIC HEALTH DENTISTS, a 





domestic corporation, incor f this State 








ears to have complied with all the provisions 








nite ja ee 
day of. July ALO $1 









SECRETARY OF STATE. 
























Consent is hereby given to the filing of the annexed 
statement and designation made by and on behalf of “AMERICAN 
ASSOCIATION OF PUBLIC HEALTH DENTISTS", a corporation 
organized and existing under and by virtue of the laws of 
the State of Illinois, for the purpose of obtaining 
authority to do business in New York State pursuant to 

the provisions of the General Corporation Law. 

This consent, however, shall in no way be construed 
as an approval by the Education Department, Board of Regents 
or Commissioner of Education of the purposes and objects of 
this corporation, nor shall it be construed as giving the 
officers or agents of this corporation the right to use 
\the meme of the University of the State of New York, 
Baucation Departzent, Board of Regents or Commissioner 
of Education in ite publications and advertising matter, 
nor shall it be deemed te be a waiver of the approval of 
the Board of Begents for the conduct of a correspondence 
school by sueh corporation, es provided in Section 5002 
of the Education Lew, 


State Education Department, do here- 
unto set my hand and affix the seal 
of the State Education Department, 

- the City a ae this lst 


IN WITNESS WHEREOP, I, James E. Allen, Jr., 
Commissioner of Education of the State 
of New York, for and on behalf of the 


























Guest Editorial... . 


‘PRIVATE ‘PRACTICE '—:WITH PUBLIC RESPONSIBILITY 


niga The State grants ‘the recent graduate :a license to treat the public -for ‘the 
remainder of his life. School and State .pass :upon his :initial :competence, :and 
thereafter he:is completely ‘‘on his own.’ The annual :re-registration is automatic. 
The dentist usually practices : alone :in his office, out of ‘sight and :sometimes out 
of contact with his colleagues. During his years of practice there is no evaluation 
of his professional capabilities. 

This :system:is fundamentally.sound. The absence.of external restraint on ‘the 
professions:is a building.blockiin a free society, and .under.this:system America's 
professions have gained world-wide respect. 

Yet in:the years following graduation, ‘events may~conspire ‘to dull ambitions, 
‘ideals, :integrity, and:skill. Economic pressures,: unreasonable demands .of patients, 
a practice .too:busy, or:not :busy:enough, may:result:in. lowered standards. So.may 
fatigue of both:body and mind. Nor is :simply: maintaining «standards :sufficient, 
for:if patients are ‘to:be:the beneficiaries of recent :scientific advances, the dentist 
must keep pace :with these advances. More :and:more of organized :dentistry's 
efforts ‘are -concerned -with ‘its ‘social obligations — :ugually devising means :to 
render more-service to more people. :important:as:.are fhe quantitative aspects of 
of our services, their quality :is equally essentially, :if not more so. It is:to the 
profession's ‘credit :that :the dentist who has difficulty :in maintaining :a proper 
balance ‘between personal gain:and public:services iis the rate exception. 
pil With ‘the present mode of practice there is absolutely :no ‘indication of the 
presence of frequency of deficient :treatment. An occasional flagrant violation: is 
brought :to:the attention of :local :ethics:committees, or the State Department of 
Education, or:a:court of law. However, these agencies :are .not:intended to maintain 
standards in everyday practice, ‘and ‘ironically, the charges they review areoften 
without foundation........ 
wtheiad Does a problem:with such wide ‘implications hove any answer? ‘Inspection. of 


private practice:is one method, but the cure could be worse than the disease. ‘If ' 


somehow the practitioner could be persuaded :to:continue his education, to increase 
his knowledge :and simprove his skills, we would be approaching our goal. This 
thought :is not new, for many programs.of postgraduate or refresher courses on a 
voluntary basis exist today. — 

The suggestion ‘is admittedly easy to make, but difficulties will arise :in its 
execution. One.of the marks of a profession:is ‘its self-government, and therefore 
periodic re-examination:should have: its origins:and administration within dentistry. 

The State grants :us the right to practice, and we-cannot regard ourselves as 
‘princes of privilege:’’ We are the servants of those whom weé serve, and both 
wisdom and an enlightened :social conscience dictate that we serve them well. 
Dentistry -is fortunate :in enjoying self-government and our aims will be accom- 
plished :best :by ‘taking additional :steps to police ourselves, and ultimately to 
preserve the freedom of the profession. 


Joseph R. Valinoti 
Reprinted in part from Bull. Nassau Co.-D. Soc. 35: 6-7, April 1961. 
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Montana 


A pilot mouth protector program was 
completed in two Great Falls high schools 
last fall. This program was quite success- 
ful, since there were no injuries to any of 
the athletes who wore individually fitted 
mouth guards. A demonstration program is 
being planned for the fall of 1961 in six or 
eight city and small town high schools in 
the State. This program is being done in 
anticipation of a compulsory program for 
all high school and college football players 
in the fall of 1962. 

Both the pilot and demonstration pro- 
grams are cooperative efforts of the Dental 
Division of the State Board of Health, the 
State Dental Association, and the State 
High School Athletic Association. 

The initial phase of the radiation moni- 
toring program in Montana dental offices 
has been completed. This program included 
90% of the dentists in the State. A follow- 
up program utilizing the Surpak method 
developed by the Division of Radiological 
Health of the Public Health Service is 
planned for the fall of 1961. This program 
is intended to further reduce unnecessary 
radiation as well as to provide a basis for 
measuring the effectiveness of the first 
program. 

Dr. R.C. Bellingham, Dental Officer for 
City-County Health Department, Great Falls, 
retires on July 1, 1961, after 30 years of 
service. The Great Falls-County Health 
Department has had a local dental officer 
for a longer period of time than nearly any 
local health department in the country. Dr. 
Bellingham is being replaced by Dr. George 
C. Smith who has been Dental Officer for 
Montana Children’s Home in Twin Bridges 


Montana. 


North Carolina 


Through the co-sponsorship between the 
School of Public Health, University of 
North Carolina and the U.S. Public Health 
Service, Division of Dental Public Health 
and Resources, a two weeks short course 
in Dental Public Health was >ffered at 
Chapel Hill, North Carolina, July 24 through 
August 4. We are including copies of the 
list of the participants in the various States 
as well as the course outline in order to 
give you some working materials for this 
news item. 

Dr. Harry Bruce, who has been serving 
as the Regional Dental Consultant of the 
Public Health Service for Region III, was 
assigned to a new position with the Divi- 
sion as of July 1. Dr. Bruce is now engaged 
in the activities of the Manpower and 
Education Branch of the Division of Dental 
Public Health and Resources. Dr. Winston 
W. Frengel succeeds Dr. Bruce as the 
Regional Dental Consultant. 

While Dr. Bruce was in this Region, he 
was responsible for a Dental Public Health 
Trainee, Dr. Edward M. Campbell. Dr. 
Campbell entered the field of dental public 
health after completion of his clinical ex- 
periences and a residency program in New 
York City. In keeping with the overall 
trainee program of the Division, Dr. Camp- 
bell will begin his Masters in Public Health 
formal education at the University of North 
Carolina this academic year, 1961. 





Effective August 1, 1961, Dr. Charles W. 

Gish replaced Dr. Charles L. Howeil as 

Director, Division of Dental Health, In- 
diana State Board of Health. 


Dr. Howell is now Assistant Dean to the 


Indiana University School of Dentistry. 




















Dear Dr. Zur! 


Word hes just reached me that all of the necessary steps have been 
taken which will make the American Association of Public Health Dentists 
an incorporated orgenization. I am certain that we all feel this is an 
important step, but long overdue. 

Your very able handling of the matter in Springfield deserves 
coment snd a hearty “well done.” I am certain that I can speak for the 
moubership of the association by saying that we appreciate your timely 
service in accomplishing your mission. Many thanks to you for taking such 
interest end carrying the pepers through the Secretary of State Office and 
accomplishing the essignment so promptly. 


My warmest personel regerds, and thank you agein. 
Sincerely yours, 
{sed.) William P. Kroschel, D.D.S.. 


William P. Kroschel, D.D.S. 
President, American Association 
of Public Health Dentists 


Dear Dr. Diefenbach: 


I wish to commend you for the excellent end tho 
and your committee heve performed for the American Assoc 


rough job you 

dation of Public 
Health Dentists. Your committees function may be held up as a excellent 
example how effectively a coumittee can perfors with good sound leadership. 


Your four recomesndations are sound ones and at the present tine 
I con't find one rezson 
&. — why enyene showld object to then and al 


Sorry I con't be at your seeting in Ane Arbor, but I think fren 
Seen AEN INET HED, nen a 2 Rah aa 


ik a ee ne ne aE nD Ser ae aoe oe puee 


Sincerely yours, . 


Williem FP. Kroschel, D.D.S. 
President, Averican 
of Public Health Dentists 
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DENTAL CARE FOR PUBLIC ASSISTANCE RECIPIENTS 
IN CALIFORNIA 





by DR. SANFORD N. KAUFFMAN 


I believe a brief historical re- 
view of the Medical Care program 
in California and the dental pro- 
visions for public assistance 
recipients will help lay the foun- 
dation for a better understanding 
of our dental program for the 
aged, as well as the other aid 
categories. 

The Medical Care program came 
into being in California on Oc- 
tober 1, 1957, as a result of the 
Social Security Act amendments 
of 1956 contained in Public Law 
880 of the g4th Congress, and the 
subsequent action of the Cali- 
fornia Legislature in 1957 au- 
thorizing state participation. The 
stated purpose of the legisla- 
tion was to provide medical ser- 
vices or other remedial care to 
a recipient of public assistance 
who is unable from his own re- 
sources to provide such required 
services or care. 

Public assistance was defined 
as Aid to Needy Children, Old Age 
Assistance and Aid to the Blind. 
Medical Care for the needy dis- 
abled was added by the 1959 Legis- 
lature. 

The law specifies that insofar 
as practical and consistent with 
efficient and economical adminis- 
tration, recipients of public as- 
sistance are to be afforded free 
choice of arrangements under which 
they receive medical care and, 
insofar as practical, free choice 
of practitioner. The State Social 
Welfare Board in September 1957 


adopted regulations to implement 

the law. In California this board 
formulates policies and determines 
the scope of services to be pro- 

vided. It also adopts rules and 
regulations necessary for carrying 
out the provisions of the law, 

Administration of the program was 
delegated to the 58 county welfare 
departments under the general super- 
vision of the State Department of 
Social Welfare. 

In addition, the law directed 
the State Social Welfare Board 
to appoint an advisory commit- 
tee consisting of not more than 
nine persons effective October 1, 
1957. Members of the committee 
were to represent organizations 
and groups which had a wide range 
of experience in providing medi- 
cal care. They were to serve in 
a consulting capacity, make recom- 
mendations and give advice to the 
department and the board as to 
the needs of public assistance 
recipients. 

The Medical Care Advisory Con- 
mittee presently is composed of 
two members representing medicine 
and one member each representing 
osteopathy, dentistry, pharmacy, 
nursing, public health, hospital 
administration and prepaid ser- 
vice plans. 

Financially the program was set 
up on a minimal base, limited to 
sufficient state funds to take 
advantage of federal matching funds 
provided by the 1956 amendments 
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to the Social Security Act. The 
program, therefore, provided a 
revenue of $6 per month per adult 
recipient and $3 per month per 
child recipient. This revenue was 
placed in a pooled fund to be 
available for the care of all re- 
cipients. Obviously, these amounts 
of money were not sufficient to 
create a complete and comprehen- 
sive program of care; something 
much less than had to be estab- 
lished. It became necessary then 
because of fiscal considerations 
for California to make decisions 
as to how best invest its money 
for Medical Care. The State De- 
partment of Social Welfare having 
anticipated the enabling legis- 
lation and the necessity for plan- 
ning in advance, began the study 
of medical plans in 1956. A meeting 
was held early in 1957 with repre- 
sentatives of the medical, dental, 
nursing, social work and other 
professions on needs and resources 
for medical care to recipients of 
public assistance. Voluntary hos- 
pitals and clinics, county medi- 
cal institutions and state depart- 
ments concerned with health ser- 
vices were also represented at 
the meeting. Subsequent meetings 
included representatives from the 
professional associations, insu- 
rance and prepayment organizations 
and other individuals who were 
knowledgeable in administration 
and the technical aspects of health 
services; i.e., fees, etc. 

As a result of these early con- 
ferences, free choice of practi- 
tioner was written into the Cali- 
fornia law, payment on a fee-for- 
service basis was written into 
the regulation and emphasis was 


Placed on outpatient service. 
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The program’s emphasis on out- 
patient services stems from the 
fact that inpatient care is fairly 
well provided for in California. 
Early in the state’s history a 
county hospital system was estab- 
lished for the indigent. Presently 
most of the 58 counties have coun- 
ty hospitals supported at an annual 
expense of more than 100 million 
dollars. Outpatient clinic ser- 
vices are generally provided, as 
an integral part of the county 
hospital service. Access to a 
hospital is no great impediment 
for inpatient services, but the 
same cannot be said for an out- 
patient service where ongoing and 
sometimes frequent medical super- 
vision is necessary. 

Before discussing the dental 
aspects of the program it would 
be well to point out that each 
county welfare department is re- 
quired by regulation to have a 
full or part-time medical consul- 
tant and dental consultant. An- 
other pertinent factor to bear 
in mind is the magnitude of the 
program which serves approximately 
600,000 recipients at any one 
point in time. 

The dental program of the State 
of California is, in my opinion, 
providing adequate dental services 
to recipients of Old Age Assis- 
tance and needy children. I re- 
gret that insufficient funds have 
forced us to limit services to 
the blind and disabled to essen- 
tial emergency treatment. The den- 
tal requirements or needs of such 
recipients are obvious. The wide- 
spread dental needs in the general 
population are well understood, 
and it can safely be assumed that 


the needs are greater among re- 
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cipients of public assistance. 
This segment of the population, 
because ‘of economic disadvantages 
and insufficient dental health 
education, has experienced dental 
neglect in years past and clearly 
their present care is of benefit 
not only to the individual, but 
to the community at large. 

Of equal importance, however, 
is the effect which a governmental 
care program has on the dental 
profession and on the individual 
practitioner. [I submit that the 
Medical Care program of the State 
of California has the fully merited 
support of organized dentistry. 
From the beginning the importance 
of support by professional groups 
was recognized. The State Social 
Welfare Board has adopted rules 
and regulations concerning policy, 
scope, and coverage with the ad- 
vice of leaders and representatives 
of the healing arts. The Medical 
Care Advisory Committee, composed 
of members of the professions in- 
volved, continues to offer counsel 
and advice. All this has led to 
three essential principles upon 
which the program is based. They 
are: 

First - Free choice of practi- 
tioner is assured, 

Second - The traditional dentist- 
patient relationship 
is maintained. 

Third - The individual practi- 
tioner plans the course 
of treatment. 

I would like to read to you the 
statement on public assistance 
dental care programs as adopted 
by the House of Drlegates of the 
American Dental Association in 
November 1958 at Dallas, Texas. 
Many of you, I am sure, are famil- 





iar with this statement, but 
Since it reflects a conscientious 
and progressive philosophy, I be- 
lieve that we can all benefit from 
hearing the exact ‘wording once 
more. 

‘‘The recipients of public assis- 
tance constitute a significant 
segment of the population, and 
their health is an important fac- 
tor in the economy of the nation. 
In fact, the importance of the 
health of the members of this 
group has been recognized by the 
public in the expansion of finan- 
cial resources for their health 
care through the establishment of 
new federal matching formulae for 
medical vendor and money payments. 

The dental health of these in- 
dividuals is a@ proper concern of 
the organized dental profession 
in meeting its accepted obliga- 
tion to society of increasing the 
availability of dental care to all 
segments of the population as 
rapidly as resources will permit. 
The development of sound programs 
of dental care which will make 
dental care available to the re- 
cipients of public assistance 
through the facility of the quali- 
fied, ethical dental profession 
is an essential deterrent to the 
existence of illegal dental prac- 
tice. 

Constituent dental societies, 
with their components, should 
develop policies and information 
on public assistance dental care 
programs in their states in order 
that they may guide the estab- 
lishment and development by state 
welfare agencies of programs in 
keeping with the American Dental 
Association’s Principles for De- 
termining the Acceptability of 
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Plans for the Group Purchase of 
Dental Care (Trans. 1957:389). 
They should provide continuing 
guidance for the operation of the 
programs and should be prepare: 
to support appropriations requests 
in hearings before the state leg- 
islature. 

The American Dental Association 
which has existing policy on pri- 
orities in treatment services 
(Trans. 1949:264), recognizes that 
variations in the availability of 
funds, facilities and manpower 
may necessitate restrictions in 
public assistance dental care pro- 
grams and recommends that the fol- 
lowing additional priorities be 
used to develop such programs 
within the foregoing limitations: 

1. Relief of pain and treatment 

of acute infections for all 
recipients, regardless of 
age; 

2. Rehabilitation of adults for 

employment; 

3. Care for children; 

4. Care for adults. 

In the determination of avail- 
ability of dental facilities, full 
consideration should be given to 
the maximum use of the social 
service clinics of hospital out- 
patient departments, public den- 
tal clinics (government and vol- 
untary), and the clinical teaching 
facilities of dental schools, 
as well as the offices of private 
practice.”’ 

California’s program was insti- 
tuted more than one year before 
the above American Dental Asso- 
ciation’s statement was issued. 
But the program priorities bear 
a marked resemblance to those rec- 
ommended by the American Dental 
Association. We provided dental 
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services mainly to children within 
the five through twelve year age 
group. With respect to children 
and adults outside of this age 
group, because of money limita- 
tions, the program was confined 
to those services necessary for 
the relief of pain or the elimi- 
nation of acute infection. The 
provision of a wide latitude of 
services for children in the five 
through twelve year age group was 
to ensure the preservation of 
teeth for what was considered the 
most critical dental years. Com- 
plete dental care including space 
maintainers, but excluding ortho- 
dontia and purely cosmetic care 
was thus made available to 77,000 
children. Orthodontic care was 
and is obtainable through the 
Crippled Children Services, De- 
partment of Public Health, and 
dental rehabilitation of adults 
for employment is furnished by 
the Vocational Rehabilitation Ser- 
vice, Department of Education. 
Prior authorization for complete 
dental care has been a require- 
ment from the beginning; however, 
had the profession elected to have 
this requirement removed, which 
they wisely refused to do, it 
could have been accomplished as 
was done for physicians’ services 
in most counties of the state. 
No prior authorization was neces- 
sary for the examination, comple- 
tion of ‘the treatment authori- 
zation request‘ and the taking of 
necessary diagnostic x-rays. It 
was requested that the x-rays 
accompany the authorization re- 
quest so that review of treatment 
plans by the county dental con- 
sultant would be facilitated. 
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It would be well to mention at 
this point that the county dental 
consultant is usually a man of 
stature in his local dental soci- 
ety. He is generally one who has 
been active in local or state 
association affairs, whose judg- 
ments are mature and equitable, 
and whose opinions are respected 
by his fellow dentists. His selec- 
tion as a dental consultant was 
made by the county welfare de- 
partment in almost all cases on 
the recommendation of his local 
dental society. 

The formation of local liaison 
committees from the dental soci- 
eties was strongly recommended 
to the counties by the State De- 
partment of Social Welfare at the 
inception of this program. As to 
control and screening, the de- 
partment has successfully advo- 
cated the creation of review con- 
mittees in addition to or in con- 
junction with the local liaison 
or advisory committees. Selective 
pre-authorization examination of 
recipients and the screening or 
Spot checking of completed cases 
(3 to 5%) is also being insti- 
tuted by the counties. 

For the first three months of 
the program, October, November, 
and December of 1957, $125,801 
was authorized for the complete 
care of 1,875 children at an ave- 
rage amount per child of $62.18. 
In 1958, $1,378,900 was autho- 
rized for 18,527 children at an 
average amount of $74.13. Effec- 
tive December 1, 1958, the State 
Social Welfare Board extended com- 
plete dental care downward to in- 
clude coverage for children from 
birth through 12 years of age. 
In 1959, $2,013,829 was authorized 


for the complete care of 27,544 
children at an average amount of 
$73.11. In 1960, $3,230,547 was 
authorized for the complete care 
of 43,803 children at an average 
amount of $73.75. 

As a result of a substantial 
balance in the Aid to Needy Chil- 
dren fund due to premium deposits 
exceeding expenditures for the 
period prior to 1960, an amount 
well in excess of 4 million dol- 
lars, the State Social Welfare 
Board, upon the recommendations 
of the Department, the Counties 
and the Medical Care Advisory Com- 
mittee, extended the coverage of 
complete dental care to include 
children from birth through age 17. 
The extension of the age range 
to include children 13 through 17 
was placed on a limited time basis 
of one year beginning July 1, 1960, 
and ending June 30, 1961. 

The letter sent to all Cali- 
fornia dentists regarding this 
expansion will, I am sure, be of 
interest to you -- it reads as 
follows: 

‘Dear Doctor: 

This letter is to inform you 
that beginning July 1, 1960, the 
Medical Care program for public 
assistance recipients will pro- 
vide for ‘dental care as neces- 
sary to prevent tooth loss and 
maintain dental health’ for chil- 
dren through 17 years of age. 
This dental care, as presently 
provided for in the younger age 
group from birth through 12, will 
exclude orthodontia and purely 
cosmetic care. 

The extension of the age range 
to include children 13 through 17 
years of age will be on a limited 
time basis for fiscal reasons and 
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will terminate after one year on 
June 30, 1961. 

While dental care available for 
this eligible group will be quite 
complete, expensive restorations 
and replacements must be excluded 
or kept at an absolute minimum. 

It is to be expected that chil- 
dren in the older age groups will 
be in need of more extensive types 
of replacements. However, bridge- 
work (fixed or unilateral remov- 
able) and cast gold partials can- 
not be paid from the Fund. Space 
maintainers will be available as 
in the younger age groups. In 
those cases of upper replace- 
ments where it is not feasible 
to use @ space maintainer because 
of extensive tooth loss, an acrylic 
partial with clasps may be autho- 
rized. In lower replacements where 
a maintainer is not practical, an 
acrylic partial or a chrome cobalt 
casting with acrylic attachments 
may be authorized.’’ 

Recent reports indicate that uti- 
lization for this added group has 
been at least as high as antici- 
pated. It was estimated that the 
cost for the one-year dental pro- 
ject would be approximately 
$1,250,000. It was also estimated 
that the cost per recipient- 
patient would be in the neighbor- 
hood of 15% more than that of the 
younger age group. It will be most 
interesting to see how accurate 
or inaccurate our ‘‘guesstimates” 
have been. 

It is hoped that the evaluation 
of the one-year project which is 
being planned for the spring of 
this year will result in a strong 
recommendation for the continuance 
of this most worthwhile service 
to older children. The two Cali- 
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fornia Dental Associations have 
already appointed representatives 
to participate in the evaluation. 
The establishment of a drug for- 
mulary effective March 1, 1961, 
for all Aid to Needy Children re- 
cipients may well effect suffi- 
cient savings to make this finan- 
cially feasible. 

Emergency dental care presently 
available to all public assis- 
tance recipients is governed by 
the following interpretation pub- 
lished by the State Department of 
Social Welfare: 

“Tt is to be emphasized that 
dental care rendered pursuant to 
the regulation must be emergency 
care only. In most cases experience 
has shown that a single tooth or 
perhaps two will constitute the 
emergency. 

Multiple extractions in two or 
more quadrants of the mouth hardly 
can be justified under this limited 
program. It is suggested that an 
X-ray accompany the statement 
(Form MC 162) in all cases that 
might prove to be controversial. 

Emergency care does not include 
the restoration of teeth by amal- 
gam, plastic, or silicate fillings. 
Only palliative treatment should 
be administered for carious teeth 
that are not indicated for extrac- 
tion but require attention for 
the relief of pain. 

Dental services also are not 
authorized as emergency care for 
periodontal conditions as perio- 
dontoclasia (pyorrhea) except with 
respect to those areas which are 
acute and may require palliative 
treatment or extraction. 

Examples of conditions requiring 
emergency care: 














. Carious exposure of a tooth per recipient per month. 




































resulting in a pulpitis Enactment of the Kerr-Mills Bill an 

2. Acute Vincents infection by the 1960 Congress enabled the me; 
3. Accidental injuries to the State Department of Social Wel- 
teeth and gums requiring in- fare to plan a substantial expan- de} 
mediate treatment for there- Sion of services for the Old Age tri 
lief of pain Assistance recipients. Fortu- di: 

4, Fractures of the maxilla or nately, our California law is pa! 
mandible. such that no further legislative in 
Now, what has California done action was necessary to get this act 
for the dental health of its re- expansion under way. Accordingly Fo} 


cipients of Old Age Assistance? the State Social Welfare Board 

Prior to October 1957 recipients took action to provide all essen- 
of old age assistance obtained tial dental care necessary to 
their dental care in a number of restore and maintain adequate 
ways. Those who were not receiving dental health pursuant to stan- 
the maximum aid grant could obtain dards established by the Direc- 
special need allowances for this tor of the State Department of & 
purpose. Others were dependent on Social Welfare. The following 
county or community clinics where letter with the standards and 
dental care was most generally exclusions for dental care was 
limited to extractions. A few of sent to all licensed California 
the counties provided dentures on dentists and will, I believe, help 
avery selective basis. Still you to a clearer understanding 





others were dependent on the benev- of our dental program for the aged. 
olence of service clubs or pri- “Effective November 1, 1960, 
vate practitioners. as a result of additional funds 


The advent of the Medical Care available for Medical Care, all 
Program in October 1957, because necessary dental services for Old 
of fiscal limitations, did not Age Security recipients will be 
materially advantage the Old Age provided through the Medical Care 


Assistance recipient dentally ex- Trust Fund to cover the entire 
cept that now he did have the con- caseload. 
venience of a free choice of den- We are sure that you will be ) 
tist for emergency care. It is pleased to hear that payment for 
also probable that those not re- all dental services will be made 
ceiving the maximum aid grant could directly to the dentist by the 
more readily use special need al- county or its contracting agency 
lowances for dental care that were (C.P.S. - California Dental 
previously used for physician Association Service). 
services, drugs, etc. Prior authorization will be 
The cost for emergency dental required for all services with 
care for Old Age Assistance re- the exceltion of emergency care, 
cipients has been very small, the examination of eligible 0.A.S. 


amounting to approximately $30,000 recipients (including completion 
per year for a caseload in excess of the treatment authorization 
of 250,000 recipients or one cent requests Form MC 160), the taking 
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of necessary diagnostic x-rays, 
and denture repairs or adjust- 
ments. 

It is to be noted that the 
dental consultant in evaluating 
treatment plans must have at his 
disposal any diagnostic aids the 
participating dentist has used 
in planning the treatment. X-rays, 
accordingly, should accompany 
Form MC 160. Other diagnostic 
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aids should be available upon re- 
quest of the dental consultant. 

The standards and exclusions 
for dental care which will pre- 
vail under the new program have 
been established by the State 
Department of Social Welfare with 
the advice and assistance of the 
California and Southern Califor- 
nia State Dental Associations, 
A copy is attached.’ 


STANDARDS AND EXCLUSIONS 


FOR OLD AGE SECURITY RECIPIENTS 


Dental Services 


“EXCLUDED DENTAL SERVICES 


1. Purely cosmetic care 


2. Bridge work (fixed or unilateral removable) 


3. Cast gold partials 
4. Gold inlays 
5. Immediate dentures 


FULL AND PARTIAL DENTURES: 


The construction of a full denture will be an allowable service where 
failure to do so would impair the patient’s health. 


1. The construction of a full or partial denture shall not be author- 
ized where there are sufficient anterior teeth and there are 
eight (8) posterior.teeth, periodmtally sound, in good occlusion 


and position. 


2. In upper replacements an acrylic partial with clasps may be au- 
thorized. In lower replacements an acrylic partial or a chrome 
cobalt casting with acrylic attachments may be authorized. 


3. A partial denture may be constructed when indicated to meet 
mechanical requirements of function of an opposing full arti- 


ficial denture. 


Construction of new dentures will not be authorized if: 


1. The patient has successfully masticated without dentures for a 


period of one year or more. 
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2. The dental history shows that any or alI dentures made in recent 
‘years have been unsatisfactory for reasons that are not remedial 
(psycho-local, etc.) 


3. The repair or relining of the recipient’s present denture will 
make it serviceable. 


4. The denture, in the patient’s opinion only, is loose or ill 
fitting, but it is recently enough constructed to indicate 
deficiencies inherent in all dentures. 


SPECIAL NOTE: 


1. Maximum single denture repairs allowable, without prior autho- 
rization, two (2) per year. 


2. Payment for a denture adjustment will be made when indicated 
but not to the participating dentist constructing the denture. 


3. Crowns will not be authorized except for abutment teeth when 
necessary for the successful construction of a partial denture. 


4. Only one examination fee per year per recipient will be paid to 
a dentist. No payment will be made for the examination of a 
denture patient on a maintenance basis.*’ 


In November, the first month the new program became operative, 
$153,695 was authorized for the care of 1,013 recipients at an average 
amount per recipient-patient of $151.72. 


In December, $354,753 was authorized for the care of 2,649 re- 
cipients at an average amount per recipient-patient of #1 33,92. 


The annual cost of providing dental care for Old Age Assistance 
recipients was estimated at approximately $7,000,000. Here again it 
will be interesting to see, after a period of a year or so, how accu- 
rate or inaccurate our “‘guesstimate”’ was. 


I have been associated with California’s dental care program for 
the past 3% years, accepting the assignment two weeks before the pro- 
grams’s inception. As I indicated to you, at that time dental services 
were by and large the most neglected health service as far as needy 
recipients of aid were concerned. The program has now grown to one 
will soon involve an expenditure of nearly one million dollars per 
month. Still, California furnishes no ‘Cadillac dentistry’’ -- our stan- 
dards are conservative, providing no more than what we feel is essential 
care for the maintenance or restoration of dental health. 


I am proud of our program. Lest you think that I am taking too much 
credit for my own involvement, I want to summarize the factors which 
have made our program possible. 
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. A progressive Administration and Legislature which are willing 
to appropriate sufficient funds, 


2. TWo cooperative state dental associations, one in the north and 
one in the south, which are willing to collaborate with govern- 
ment in providing services in accordance with standards and at 
reasonable fees, and 


3. A welfare department whose administration maintains an open-door 
policy, i.e., is ever willing to sit down with leaders of the 
associations to discuss the scope of the program, the solution 
of problems and the welfare, not only of the aid recipients, but 
also that of the members of the profession without whom a dental 
care program would be utterly impossible. 


Dr. Kauffman Is Dental Consultant for the California State Department of Social 
Welfare. This paper was presented at the meeting of the American Association of 
Public Health Dentists, Morrison Hotel, Chicago, |1linois, February 5, 1961. 








The Ohio State University College of Dentistry has been allocated 
$243,000 by the National Institutes of Health to support the education 
of a larger number of dentistry teachers and researchers during the 
next five years. 

Associate Dean John R. Wilson said the allocation will enable the 
College of Dentistry to prepare approximately 21 graduate dentists for 
teaching and research posts, compared to 10 prepared during the last 
five years with NIH support. These 10 are now teaching and doing re- 
search in dental schools throughout the United States. 

The expanded program will begin July 1, 1962. 

Dr. Wilson said all dentists admitted to the program will be trained 
in a specialty in dentistry, the teaching of dentistry, and research 
and research supervision. Many of the trainees will take master’s de- 
grees and some will take the Ph.D. degree. 

Dr. Wilson said the program is part of a nationwide move to prepare 
better educated dentists to man new dental schools and research activi- 
ties that will come into being during the next 10 years. Ohio State’s 
College of Dentistry, second largest in the nation, is one of the prin- 
cipal suppliers of advanced teachers and researchers in dentistry. It 
currently has 42 dentists in its graduate educational program in addi- 
tion to 586 students working toward D.D.S. degrees. 
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Dr. Wesley D. Young 
Boise, Idaho 














WE HAVE BEEN WONDERING -------------------------- 


WHAT IS THE ROLE OF A HEALTH DEPARTMENT 
IN THE DENTAL CARE PICTURE? 


eceeceonegerece AND THE EXPERTS ANSWER: 


"The availability of dental health ser- 
vices for the entire population must be a 
major concern of every health department, 
whether or not the department is actually 
involved in the provision of dental care. 
The health Sopeevene* has the responsi- 
bility to develop accurate, current infor- 
mation on the extent to which the oral 
health needs of the population are being 
met and the factors which may interfere 
with the receipt of dental care by specific 
population groups. It is also their re- 
sponsibility to bring this information to 
the attention of the public and the pro- 
fession, to suggest plans to correct the 
deficiencies noted, and to urge action to 
meet the total dental health needs of the 
population. 


"Whether or not health departments ac-— 
tually operate dental care programs depends 
on the decision of the legislatures and 
governing bodies of the various states and 
communities. A health department should be 
prepared to administer dental care pro- 
grams for segments of the population if 
this responsibility is delegated to them." 


This question regarding the role of 
health departments in dental care is in- 
terpreted to invite comment on the extent 
of program involvement rather than on the 
degree of interest. With our preventive 
approach, our concern with quality of care 
and our administrative background we public 
health dentists have much to offer in the 
development of sound care programs as well 
as in their administration. Depending on 
such factors as local legislative, fiscal 
and administrative patterns our activities 
may roves from advisory to supervisory. 
Health departments take pride in identi- 
fying problems. We should not balk at being 
identified with solutions. 








Dr. Arthur Bushel 
New York City 
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THE DIFFERENTIAL DIAGNOSIS 


OF 
FLUORIDE AND NONFLUORIDE 
ENAMEL OPACITIES 


by DR. A. L. RUSSELL 


Fluorosed enamel extreme enough 
to be unsightly -- or even readily 
visible in ordinary light -- is 
rare in natives of communities 
using controlled fluoridation. 
But there are many causes other 
than fluoride which result in 
enamel] which is dappled with spots 
or blotches, or marked with streaks 


or patches of different color, 


and such mottling is highly preva- 
lent in many areas where the domes- 
tic water is essentially fluoride- 
free. Hurme found opacities of 
dental enamel in 83 per cent of 
children living in a New England 
community;! zimmermann in 36 per 
cent of children in Maryland; ” 
Syrrist in 19 per cent of chil- 
dren in a village in Norway; 

Parfitt in 50 per cent of London 
children; 4 Forrest in 70 per cent 
of children in Essex and Surrey, 
in Great Britain; ° and two inde- 
pendent investigators in about 
20 per cent of children native to 
Kingston, New york®-7, a city care- 
fully selected to serve as the 
fluoride-free control in the New- 
burgh study. Since none of these 
communities used a domestic water 
with more than 0.2 ppm F, it is 
clear that these opacities were 
due to some other cause than in- 
gestion of water-borne fluoride. 


*National Institute of Dental 
Research, National Institutes of 
Health, U.S. Public Health Ser- 


vice, Bethesda 14, Maryland. 











But when a nonfluoride opacity 
occurs in the fluoride area it is 
often attributed, in error, to 
use of the domestic water. It is 
important, then, that the public 
health dentist be able to distin- 
guish these lesions from those 
enamel changes actually associated 
with use of a fluoride water. 

A few general points in dif- 
ferential diagnosis are summarized 
in the accompanying table. 

Almost all cases of fluorosis 
found in the community with a water 
fluoridated to public health stan- 
dards are questionable or very 
mild in degree when categorized by 
Dean’ s classification. ° Most are 
overlooked in the ordinary dental 
examination because they are wholly 
invisible in weak light and are 
‘¢burned out’? and disappear in light 
which is very strong. Optimum il- 
lumination for detection with the 
color-corrected examination lamp* 
used in our studies occurs when 
the head of the lamp is placed 
from 40 to 60 inches from the 
mouth. Most cases are recognized 
with a line of sight roughly tan- 
gential to the crown surface. The 
examiner who “rolls his head” -- 
i.e., studies each tooth surface 
from a succession of angles -- 
will detect more cases than the 
examiner who works from any single 
fixed position. 

The patch or spot may be very 
small or may appear as a fine, lacy 
network of minute white lines fol- 
lowing generally the incremental 
lines of enamel development. The 
spots may often be found near the 
incisal edges or on cusp tips when 


*Castle type 5-A 
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they are absent elsewhere in the 
mouth, In color they appear paper- 
white, or frosted on the surface; 
they are not pigmented at the time 
of eruption and (in these milder 
degrees) rarely become stained at 
any age. They tend to fade imper- 
ceptibly into the surrounding area, 
so that it may be difficult to de- 
termine where the opacity stops 
and ordinary enamel substance be- 
gins. These border-line lesions 
are very difficult to photograph 
in color and virtually impossible 
to photograph with black and white 
film. 

There is a definite tendency 
toward bilateral distribution, 
with homologous teeth affected to 
about the same extent in about 
the same areas. Those teeth which 
calcify slowly -- the cuspids, 
bicuspids and second and third mo- 
lars -- are most apt to be af- 
fected. In any single mouth the 
mandibular incisors are usually 
the least affected. Fluorosis is 
extremely rare in deciduous teeth 
and has been seen by this writer 
only in communities with 4.5 ppm 
or more of fluorides in the water 
supply. Despite the “frosted” ap- 
pearance there is no pitting in 
questionable or very mild fluoro- 
sis; the enamel exhibits the 
characteristic surface glaze and 
feels smooth when tested with the 
explorer point. 

Nonfluoride enamel opacities 
are due to a wide range of causes, 
some of which are unknown. Some 
hypoplasias and maturation de- 
fects are heritable. The occur- 
rence of some has been associated 
with abnormal events during ges- 
tation, or with hemolytic disease. ® 





These defects are usually charac- 
terized by stain intrinsic in the 
enamel, or by areas of hypoplasia, 
hypocalcification, or hypomatura- 
tion. 

Unlike the opacities of fluo- 
rosis, these defects are very com- 
mon in the deciduous teeth, and 
are sometimes found on mandibular 
permanent incisors when the rest 
of the mouth is free of stigmata. 
When they appear as blotchy, pig- 
mented opaque areas they may be 
mistaken for fluorosed enamel. 
The pigment is often creamy-yellow 
in color. These nonfluoride opac- 
ities are nearly always differen- 
tiated from the surrounding enamel 
by a clear line of demarcation. 
They are often symmetric in shape. 
Their color is sometimes pink or 
lemon-yellow, hues which never 
appear in the fluoride opacity. 
The stronger the light the more 
easily they may be seen. They are 
readily photographed in either 
color or black and white. 

Sometimes all of the teeth in a 
mouth may seem abnormal in color 
or opacity. The teeth may appear 
milky-yellow, a light yellow-brown, 
or simply gray and opaque. These 
are differentiated from fluorosed 
teeth by the uniformity of hue 
throughout the mouth. 

Some hypocalcified lesions may 
resemble the lesions of the severe 
fluorosis seen in areas where the 
domestic water contains four or 
five parts per million, or more, 
of fluorides, Hypocalcification 
may affect all or a portion of the 
crown enamel, which may be stained 
in patterns and hues resembling 
those of fluorosis. In this ir- 
regular hypocalcification, however, 
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there is usually a thin, glazed 
layer of enamel covering the base 
of the pitted area. In the lesion 
of severe fluorosis the pitted 
area looks as though the whole 
substances of enamel had fallen 
away, leaving a soft, discolored 
floor of dentin at the base. Fluo- 
rosis of this advanced degree does 
not occur, in the United States, 
in communities with a fluoride 
content of 1.0 ppm F or less in 
the domestic water. 

Some investigators feel that 
the general appearance of teeth 
is more pleasing in the fluoride 
than in the nonfluoride community, 
and that this advantage is due to 
something more than the rarity 
of anterior fillings in the fluo- 
ride population. Forrest reported 
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that about one child in every 
fifteen examined in the fluoride- 
free areas of Great Britain had 
Some tooth enamel blemish promi- 
nent enough to be disfiguring. 
This was not true in the fluoride 
communities, where “the appearance 
of the teeth was striking and can 
be described as excellent. They 
were well-formed and of particu- 
larly good color and structure in 
contrast to those in the non- 
fluoride areas which frequently 
showed evidence of poor calcifi- 
cation.” 5 This shift is outside 
the scope of Dean’s Index. It 
would be useful if some method 
could be devised which would per- 
mit description of this change 
for the better in quantitative 
terms. 


DIFFERENTIAL DIAGNOSIS: MILDER FORMS OF DENTAL FLUOROSIS (QUESTIONABLE, VERY MILD, AND MILD) AND NONFLUORIDE 


OPACITIES OF BNAMEL 









































Characteristic Milder forms of fluorosis Nonafluoride enamel opacities 

Area affected Usually seen on or near tips of cusps Usually centered in smooth surface; may 
or incisal edges affect eatire crown 

Shape of Resembles line sbading in pencil sketch; Often round or oval 

lesioa lines follow incremental lines in enamel, 
form irregular caps on cusps 

Demarcatioa Shades off imperceptibly into surround- Clearly differentiated from adjacent sormal 
ing sormal enamel enamel 

Color Slightly more opaque than normal enamel; Usually pigmented at time of eruption; oftes 
"“paper-white." Inacisal edges, tips of creamy-yellow to dark reddisb-orange 
cusps may bave frosted appearance. Does 
not sbow stain at time of eruption (lia 
these milder degrees, rarely at any 
time) 

Teeth Most frequeat on teeth which calcify Any tooth may be affected, Frequent on 

affected slowly (cuspids, bicuspids, second aad labial surfaces of lower incisors. May 
third molars). Rare on lower iacisors. occur singly. Usually one to three teeth 
Usually seen on six or eight homologous affected. Commoa ia deciduous teeth. 
teeth. Extremely rare in deciduous 
teeth. 

Gross None, Pitting of enamel does sot occur Abseat to severe. Bnamel surface may seem 

dia in the milder forms, Enamel surface bas etched, be rough to explorer. 

glazed appearance, is smooth to poiat 
of explorer. 

Detection Often invisible under strong light; Seen most easily wader strong light on 
most easily detected by line of sight line of sight perpendicular to tooth 
tangetal to tooth crown, surface, 
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ORGANIZATION OF A DENTAL CARE PROGRAM 
FOR THE 
CHRONICALLY ILL AND AGED 


by 
DR. STANLEY J. LOTZKAR 


The dental health needs of in- 
stitutionalized and homebound chro- 
nically ill and aged persons are 
relatively unknown. In most com- 
munities, many of these people 
are in need of dental services 
and are not able to obtain then. 
Only in the past few years has at- 
tention been directed toward col- 
lecting information on their den- 
tal health needs and problems in- 
volved in providing dental ser- 
vices for them. 

The Kansas City Dental Research 
Project was established in July, 
1957, with the following general 
objectives: 

1. To determine the nature and 
extent of the dental service 
needs of institutionalized 
and homebound chronically ill 
and aged persons, and to ob- 
tain data and information on 
providing dental treatment 
to these persons. 

The study, covering the metro- 
politan area of Kansas City, is 
&@ cooperative program between the 
Division of Dental Public Health 
and Resources, Public Health Ser- 
vice, and Community Studies, Inc. 
of Kansas City (a private, non- 


profit, health and social research 
organization). The University of 
Kansas City School of Dentistry 
provides space for the office and 
clinic. 





The project is staffed with Pub- 
lic Health Service personnel con- 
sisting of a program administrator, 
dentist, dental hygienist, two den- 
tal assistants, social worker and 
secretary. Community Studies pays 
the cost of transporting patients 
either by car or ambulance, in- 
cluding the salary of a full-time 
transportation driver and rental 
and maintenance of a car. 


NURSING HOME PATIENTS 


The first phase of the study was 
concerned with determining the den- 
tal needs of the institutionalized 
chronically ill and aged and methods 
for providing dental services to 
this group. From previous data con- 
piled by Community Studies, a list 
of nursing homes in the four-county 
area was available showing the 
number of beds, average monthly 
fee charged, the age, sex and race 
of patients accepted and whether 
the home was private, governmen- 
tal, non-profit or church operated. 
From this list of 84 known homes, 
a sample of 44 was chosen to give 
an adequate distribution of age, 
sex, race, size of home, type of 
patients and economic level. 

After permission was received 
from the operator of the home, a 
dental assistant or secretary was 
sent out to the home to record on 
a dental examination card the name, 
age, sex, race, medical diagnosis, 
length of residence at the home 
and degree of mobility for each 
patient. An appointment was made 
for the patient to be examined in 
the nursing home by a dentist ac- 
companied by a recorder. 

Plans were then made for the 
treatment of these patients. Ope- 
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rators of the nursing homes were 
contacted and permission secured 
to do the necessary dental treat- 
ment. 

Each patient needing and avail- 
able for treatment was interviewed 
by the social worker. In the initial 
interview with the patient a social 
survey questionnaire was completed. 
In addition, information was secured 
as to whether the patient had a 
family physician, a family dentist, 
the amount and source of income and 
education completed. The social 
worker explained the purpose of 
the study and attempted to alleviate 
any fears the patient might have 
and to answer any questions. It 
was also determined at this time 
whether the patient could be brought 
to the clinic or if treatment would 
have to be provided in the home. 

Transportation, either by car or 
ambulance, is provided the nursing 
home patients. 

Patients on whom treatment is com- 
pleted and patients initially found 
to need no treatment are placed on 
a six-months re-examination basis. 
Operators of the nursing homes 
included in the original sample 
are contacted every three months 
and the names of new patients 
secured. 


HOMEBOUND CHRONICALLY ILL 


Another phase of the study is 
concerned with determining the 
dental needs of the chronically 
i111 homebound in the community and 
methods of providing dental services 
to this group. For the purposes of 
our study, a chronically ill person 
is defined as one who has been ill 
three months or longer and has 
difficulty moving around outside 






his home. Patients with tubercu- 
losis, cerebral palsy or blindness 
are excluded because other programs 
are available to meet their needs. 

Arrangements were made to review 
the permanently and totally disabled 
case records and a sample of the 
general relief and old age assis- 
tance case records of the four 
county welfare departments. Staff 
members were sent to the respec- 
tive offices to copy the name, age, 
address, sex, race, medical diag- 
nosis, length of time chronically 
ill homebound and mobility status 
of each patient. 

Similar information was secured 
from the Rehabilitation Institute, 
Visiting Nurse Associations, Ar- 
thritis and Rheumatism Foundation 
and out-patient clinics of local 
hospitals. Letters were mailed to 
ministers, rabbis, and priests 
asking them to send in the names 
of members of their congregations 
who were chronically ill homebound. 
Referrals were also made to us by 
private physicians and dentists in 
the area. 

From these sources a roster of 
3,000 names was prepared. 

Nine hundred sixty-four names 
were selected to be included in the 
original sample of dental examina- 
tions, with an additional sample 
to be selected at a later date, 
if needed. The sample was selected 
on the basis of age, sex, race, 
geographical location, economic 
status and degree of mobility. 
Patients in a younger age group 
were selected to provide a wider 
age range for the total study. 

All individuals included in the 
sample were personally contactéd 
by a staff member. previous 
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information secured as to age, 
physical disability, mobility, 
length of time chronically home- 
bound, etc. was verified. The con- 
sent of the patient for a dental 
examination in the home was secured 
and a tentative appointment made. 
Information was also secured as to 
whether the patient had a regular 
family dentist or physician. 

Chronically ill homebound patients 
on whom treatment is completed, or 
initially found to need no treat- 
ment, are placed on a six-months 
re-examination basis. Two-thirds 
of these patients needed treatment 
on recall as compared with approxi- 
mately one-third of the nursing 
home group. This is probably due 
to more of the homebound patients 
having their own teeth and a smaller 
number being edentulous with re- 
placements. 


PROFESSIONAL ADVISORY COMMITTEE 


Prior to starting the clinical 
treatment, a professional advisory 
committee was established. Member- 
ship of the committee is composed 
of representatives from the two 
state dental societies, four local 
dental societies, two state health 
departments and the University of 
Kansas City School of Dentistry. 
The committee was responsible for 
the establishment of an eligi- 
bility policy for patients accepted 
for treatment in the project. All 
patients who do not have a family 
dentist and the funds to pay for 
dental treatment are eligible for 
care in the clinic. In the case of 
patients having a family dentist, 
but insufficient funds to pay for 
dental treatment, the family dentist 
is contacted for his approval before 
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the patient is accepted. patients 
having the funds for treatment, 
but no family dentist, are given 
the names of five dentists selected 
from a list previously furnished 
by the respective local dental 
societies. They select a dentist 
and transportation service, if 
needed, is provided by the project. 
Patients who have a family dentist 
and the ability to pay for treat- 
ment are referred to their family 
dentist. 

Chronically ill and aged patients 
comprise a population group with 
special dental problems. Many of 
these patients have been without 
necessary dental treatment for long 
periods of time because of confining 
illness and the inability to receive 
treatment through usual means. 
Consequently, there has developed 
a backlog of dental needs, in- 
cluding cariously involved teeth, 
periodontal diseases, lack of suf- 
ficient teeth for adequate masti- 
cation and poorly fitting dentures. 
These conditions impose a drain on 
the patient’s resistance resulting 
in needless pain and discomfort, 
wasting of much needed energy and 
reducing the patient’s ability to 
cope with his illness. 

Since chronically ill and aged 
persons have special dental prob- 
lems, it is important that we 
formulate treatment plans consis- 
tent with their needs and capa- 
bilities. Not all of the patients 
in the chronically ill and aged 
group are treatable to the same 
degree. Some may be capable of 
receiving complete treatment, 
while others may be treatable to 
a limited estent. Still others may 
not be able to receive treatment 
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at all. Factors such as physical, 
mental, or dental conditions influ- 
ence the decision as to whether or 
not the patient can be treated and 
to what extent treatment can be 
carried out. 

In the planning of treatment for 
patients in the chronic disease 
program, the primary aim should be 
to improve or maintain the health, 
or well being, of the patient. 
Treatment which cannot be expected 
to benefit the patient in the in- 
mediate future or which cannot be 
considered treatment of a preventive 
nature, should not be attempted. 

Unnecessary or contraindicated 
treatment may produce serious con- 
sequences or might place an added 
burden upon a patient already weak 
and debilitated. 


PATIENT MANACEMENT 


The psychological implications of 
chronic illness and old age some- 
times present problems in the man- 
agement of patients during dental 
treatment. 

In the case of the chronically 
ill patient suffering from a long 
term disabling illness, much depends 
on his reaction to physical dis- 
ability. Does he accept it and 
adjust to it, or does he show 
feelings of depression and apathy? 
In the latter case, the patient 
may become a treatment problem, not 
because of his physical disability, 
but as a result of his lack of 
adjustment. 

In general, the person with a 
congenital disability is more will- 
ing to accept treatinent than the 
one with an acquired disability. 
The patient with mild impairment 
likewise is fairly well motivated, 


while patients with severe involve- 
ments are either most anxious for 
help or show total rejection. 

In the aged, certain degenerative 
changes may occur resulting in an 
alteration of personality. There 
may be a lessening of the ability 
to face life’s changes and the 
manner of dealing with such diffi- 
culties. 

A good deal of tact and patience 
is required in the handling of 
these patients. One should strive 
to give such patients a feeling of 
importance. It is well to let the 
patient talk freely since the con- 
fidence of the aging person is 
gained if he is allowed to express 
himself and if he feels that one 
is sympathetic toward his problems. 
Too often the aged person has been 
shunted aside in dental practice, 
Since the dentist is either not 
interested, or will not take the 
time necessary to develop adequate 
rapport. 

It must be realized that progress 
may be much slower than in the 
younger, more vigorous patient and 
dental procedures should be done 
in easy stages with consideration 
for the patient’s low tolerance for 
frustration and pain. 

In general, the treatment of the 
patient with psychological or emo- 
tional difficulties requires spe- 
cial consideration. He should be 
constantly reassured. The operator 
should have a calm manner and should 
demonstrate self-confidence without 
brashness. He should treat the pa- 
tient with respect and consideration 
without being patronizing and pit- 
ying. Praise and encouragement 
should be given for each accon- 
plishment, however small. 
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HOME CARE 


Chronic illness, by its very 
nature is characterized by long 
periods of confinement, either in 
the nursing home, hospital or pri- 
vate home. The problem of providing 
dental care to chronically ill pa- 
tients in their homes is one which 
has received little attention until 
recent years. Home care in the past 
has largely been limited to emer- 
gency treatment to relieve pain with 
little attention being given to the 
overall needs of the patient. One 
of the reasons for this situation 
has been the lack of adequate port- 
able equipment, which could be 
transported to the home and which 
could make complete dental care 
possible. 

It has become necessary to develop 
new techniques and equipment for 
serving the home care patient. By 
adapting for home use equipment 
which is presently available and 
by developing new equipment to ful- 
fill specific needs, we have been 
able to provide complete home care 
treatment on a regular basis. 

Virtually all types of dental 
care have been provided patients 
on @ home care basis, ranging from 
restorative and prosthetic den- 
tistry to minor oral surgical pro- 
cedures. Our experience indicates 
that provision of dental treatment 
for such patients is within the 
capabilities of the average prac- 
ticing dentist. Specialized training 
is not necessarily required. 

Availability of portable equip- 
ment is only one of the many facets 
in the problem of providing dental 
care for homebound patients. There 
is a need for education of both 
the dentist and the undergraduate 
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dental student as to the necessity 
of providing care to homebound pa- 
tients and in the use of portable 
equipment and its application to 
home dental care. 

In order to provide undergraduate 
dental students with practical ex- 
perience in the treatment of the 
chronically ill and aged, a training 
program was instituted in Septem- 
ber, 1959. The program is a coop- 
erative one between the Public 
Health Service and the University 
of Kansas City School of Dentistry. 
Senior Dental Students are assigned 
to the clinic for three afternoon 
sessions, two of which are spent 
in providing home dental care to 
homebound patients. The remaining 
session is spent in the project 
dental clinic. 

On home care cases, the students 
are given practical experience in 
the use of portable equipment for 
the treatment of bedfast or chair- 
fast patients. All treatment is 
supervised by the clinical director. 

One of the results of the home 
care program has been the realiza- 
tion by the dental students that 
there exists in the community a 
large group of people who cannot 
obtain dental treatment through 
usual means. They are exposed to 
the problem and are shown a method 
of solution. It is hoped that this 
limited contact with the chronically 
ill and aged population will have 
its effect on these future dentists 
so that they may realize their 
responsibilities in providing a 
health service to a segment of the 
population which has long been 
neglected. 
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CONCLUSION 





In recent years, there has been 
@ growing concern with the dental 
problems of the chronically ill 
and aged. Methods are currently 
being investigated and developed 
which will enable the dental pro- 
fession to cope with the problem of 
providing adequate dental services 
for a population which cannot take 
advantage of the usual means of 


TOTAL 


securing dental care. 

Above all, it should be realized 
that we are dealing with a special 
population group whose needs differ 
from those of the general popula- 
tion. An understanding of the psy- 
chology of aging and the problems 
of the aged and chronically ill is 
essential if we expect to render 
an adequate dental service. 


IN PRIVATE HOMES IN NURSING HOMES 


Number per Cent Number per Cent Number Per Cent 


Patients Examined 3, 401 100 


Need No treatment 437 13 
Untreatable 967 28 
Treatable 1,997 59 


792 100 2,609 100 
39 5 398 15 
49 6 918 35 

704 89 1, 293 50 


Or. Lotzkar Is Director of the Dental Care Project, Kansas City, Missoul. 


MEETING NOTES 


The annual meeting of the American Public Health Association was well 
attended by dental public health people. The business session alone drew 
over 90 participants; the panel discussion on fluoridation Tuesday morn- 
ing had over 130 in attendance with standing room only; the Dental Health 
Section luncheon was oversubscribed and three tables had to be set up at 
the last moment out in the hall; the “Evening with Ken Easlick’’ was well 
attended; and even on Thursday morning there were over 60 in attendance. 
Dr. Norman Gerrie was elected the new Chairman of the Dental Health Sec- 
tion; Dave Striffler, Vice-Chairman; Viron Diefenbach, Secretary; and 
Quentin Smith and Wes Young were elected to three-year terms as Section 
Councilors; while George Nevitt was elected to the Association’s Commit- 
tee on Nominations for Elective Councilors. 





Submitted by David F. Striffler 






























PRESIDENTIAL ADDRESS 





PRESENTED BY DR. WILLIAM P. KROSCHEL, PRESIDENT 
OF THE AMERICAN ASSOCIATION OF PUBLIC HEALTH DENTISTS 
AT THE ANNUAL MEETING IN PHILADELPHIA, PENNSYLVANIA, OCTOBER 14, 1961* 


When this association was founded 
nearly a quarter century ago, den- 
tal public health was a field 
largely without standards of train- 
ing or programming. The dentists 
responsible for dental public 
health activities in those days 
were often untrained in any but 
the clinical aspects of their work. 
They had only slight knowledge of 
the need for dental care in dif- 
ferent population groups, the 
methods of providing care or pre- 
venting disease on a mass basis, 
or the objectives a dental public 
health program should have. It was 
to establish the knowledge and the 
methods and the objectives that 
this association was organized in 
1937. 

In the years that followed, pub- 
lic health dentistry evolved slowly 
into a recognized science. We 
learned to program and to budget 
and to administer public health 
programs. We proved our ability to 
organize and to supervise -- and 
our success led to the establishment 
of dental divisions in State and 
local health departments. Today, 
at least 95 percent of the State 
health departments have established 
programs in the five recognized 
areas of activity -- prevention, 
education, corrective services, 
research and evaluation. Our pro- 


gress, though slow, has been im- 
pressive. And this association, 
which introduced and backed many 
innovations which now are accepted 
practice, deserves a large measure 
of credit for our achievements. 

We are proud of our’progress, and 
rightly so. We should, I think, 
be equally proud that our members 
show no self-satisfaction or smug- 
ness about the future of dental 
public health or this association. 

It is a truism that an organiza- 
tion is successful only so long as 
it progresses and advances to cope 
with the problems of its time. 
Last year our members, dissatisfied 
and divided about our goals, our 
requirements for membership -- even 
about the need for this associa- 
tion -- undertook a study of its 
objectives and organization. In 
the reappraisal so ably led by 
Dr. David Ast we found out, I 
believe, where we want to go and 
how we are going to get there. 
Now we are building a greater and 
stronger organization, one dedi- 
cated anew to the goal of all den- 
tal public health programs -- a 
higher standard of oral health for 
every citizen. 

Because we are public-health 
dentists, because we have -- or 
should have -- a clearer picture 
of the total dental health problem 
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than the average private practi- 
tioner, we have an obligation to 
lead the search for solutions, to 
adopt and apply those solutions 
which are at hand, and to educate 
others to their use. Yet each of us 
must recognize, however reluc- 
tantly, that we have yet to accon- 
plish much of what must be done, 
that as individuals and as an 
organization we have yet to meet 
fully the obligations we have 

assumed. 

Today there is serious doubt 
that we will be able, as a nation, 
to meet the demand for dental care 
in the years ahead. The steady in- 
crease in the proportion of the 
population seeking care each year 
seems certain to continue -- and 
perhaps at a faster rate than in 
years past. This rising demand, 
however, comes at a time when the 
availability of dental services is 
declining, when growth in the dental 
force is falling behind growth in 
population. It is incumbent upon 
us, aS public health workers, there- 
fore, to provide leadership in ef- 
forts to secure an adequate dentist 
Supply by encouraging longrange 
planning for manpower resources 
within our states and regions, by 
developing stimulating programs 
which will attract young dentists 
to careers in public health, by 
supporting legislation which will 
enable us to expand and increase 
our training facilities, not only 
for dentists but also for auxiliary 
dental personnel. 

In our own programs and activities 
we can strengthen our efforts to 
utilize to the fullest the knowledge 
we have and to take advantage of 
the new techniques and tools that 
will permit us to increase our 


knowledge. 

An area of special interest in the 
past few years has been the study 
of the prevalence and their charac- 
teristics of dental disorders in 
various population groups, and of 
the relationship of these disorders 
to environmental conditions. A new 
technique, the Oral Hygiene Index, 
has been developed which makes it 
possible not only to identify the 
relationship of caries and perio- 
dontal diseases, for example, to 
environment but also to assess the 
effectiveness of programs designed 
to reduce the prevalence of these 
diseases. As yet, little or no 
practical use has been made of this 
tool. 

We have been equally slow in 
adopting other measures that would 
bolster our programs. Countless 
studies have shown that the use of 
auxiliary personnel increases the 
productivity of the dentist, en- 
abling him to provide more and 
better service for more patients. 
yet the number of chairside assis- 
tants employed in clinical dental 
programs by public health agencies 
is not impressive. True, our staffs 
and our programs are limited by low 
budgets. But we must guard against 
making a shortage of funds an ex- 
cuse for a lack of initiative or 
ingenuity. For the public health 
dentist who conducts a program in 
1961 by 1935 methods renders a dis- 
service to those he serves and to 
his profession. 

Ultimately, the growth and in- 
provement of dental public health 
will depend upon increased public 
and professional support. And this 
support will be contingent, in part, 
upon our cooperation with other 
members of the dental profession. 





Certainly if fluoridation is ever 
to be widely applied, the support 
of greater numbers of private den- 
tists must be enlisted. Many of 
you, I know, have received letters 
pleading for assistance in putting 
fluoridation across in @ community, 
letters which state that the writ- 
er’s own dentist, though approving, 
will give no more than token sup- 
port to the measure. The reluctance 
of the practicing dentist to enter 
the fluoridation controversy, bitter 
as it is, is understandable. But 
this reluctance only makes an in- 
tensive educational program on our 
part more essential. In some com- 
munities there was inadequate activ- 
ity by the dentists, and without 
activity by the dentists, fluo- 
ridation is almost always defeated. 
If we in public health fail to win 
the private dentist, who else will 
undertake the job? 

Many private dentists, of course, 
are interested not only in fluo- 
ridation but in all areas of dental 
public health. I know from personal 
experience that dentists on State, 
local, and national councils on 
dental health, for example, are 
anxious to learn more about our 
activities so that they can help 
us more intelligently when help is 
needed. You will agree, I am sure, 
that had we all worked diligently 
with council members, support from 
the State dental societies for the 
categorical grants legislation would 
have been of such magnitude that 
its passage at the last session of 
Congress would have been assured. 
It is our misfortune -- and even 
more the misfortune of those we 
serve -- that no such support was 
in evidence at the appropriate time. 
Strengthening our relations with the 
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members of the dental health coun- 
cils and with the dental societies 
is vital to the support which ulti- 
mately will mean expanded, improved 
programs of dental public health. 

Within the past year, a new oppor- 
tunity for cooperation with other 
dentists has arisen. The U.S. Army, 
recognizing the inadequacy and 
limitations of its present dental 
treatment program, has undertaken 
the establishment of a preventive 
dentistry progran. 

The Army’s problem is, of course, 
tremendous. It has calculated that 
the total man-hours lost from duty 
because of dental diseases is equiv- 
alent to the loss of the full time 
services of 10,000 soldiers -- or 
approximately two-thirds of a divi- 
Sion. Even now, if all those who 
needed treatment received it, over 
twice as much time would be lost 
from active duty during the treat- 
ment process. 

The Army is now well along in the 
establishment of a preventive den- 
tistry section at staff headquarters 
and at large military installations. 
Arrangements are being made for the 
training and education in preventive 
dentistry of the officers respon- 
sible for implementing the program. 
Preventive dental training is to be 
extended to other dental officers 
and to technicians, also. 

Certainly we as an organization 
and as individuals have much to 
offer the Army in carrying out this 
program. Our first step, it seems 
to me, should be to formally invite 
all those responsible for the pro- 
gram to join our association. They 
can learn from our experience, and 
we from theirs. 

If we will undertake, as an asso- 
ciation, the achievement of these 





156 


goals -- a closer working relation- 
Ship with private dentists and with 
organized professional groups -- 
the protection and development of 
our dental resources -- the most 
efficient utilization of the knowl- 
edge and skills we have in our own 
programs -- the advancement of den- 
tal public health and the oral 
health of our people will be in- 
sured. 

If each of us individually will 
assume the responsibility of pro- 
moting our association with other 
dentists who are eligible for mem- 
bership, the organizational growth 
and added vitality we desire will 
be forthcoming. Let each of us also, 
in the months ahead, become salesmen 
for our publication, ‘‘Public Health 
Dentistry.’’ The Bulletin is a source 
of valuable material and certainly 
should be found in the library of 
every dental and medical college 
and health department in the nation. 

We have looked at a few of our 
goals for the future -- at the 
challenges which lie ahead. Now, 
let us consider some of the a- 
chievements of the past year. 

You will remember that at our 
annual meeting in 1960 we consid- 
ered and approved changes in the 
rules governing eligibility for 
membership. It had long been evi- 
dent that many dentists serving in 
programs related to public health 
were interested in and would bene- 
fit from membership in our associa- 
tion. Some of these groups, such as 
the institutional dentists, stand 
today where the State dental direc- 
tors stood 24 years ago when this 
association was organized to meet 
the problems of that day. To permit 
these men to join us, members agreed 
that any dentist who has a respon- 


sibility to any public health pro- 
gram would henceforth be eligible 
for membership. 

Since then, our total membership 
has increased from 159 to 222. This 
is a modest beginning, but an indi- 
cation, I believe, of the growth to 
come in the years ahead -- if we 
make the association an aggressive 
one with a far-seeing and dynamic 
program. I must point out, however, 
that the increase in membership this 
year was mainly due to the efforts 
of a few members. Again, if others 
will accept a similar responsibil- 
ity for recruiting prospective 
members, the flood of applicants we 
all want and would welcome will be 
forthcoming. 

Our publication, “Public Health 
Dentistry,” continues to improve. 
The editor, Dr. Harry L. Draker, 
has worked enthusiastically to make 
each issue better than the last -- 
and there is no doubt in any of our 
minds that he is succeeding. An out- 
standing example of Dr. Draker’s 
work was the spring and summer issue 
devoted entirely to public health 
dentistry in other nations. It has 
received much favorable comment, 
both at home and abroad. 

Dr. Draker willingly accepted ad- 
ditional duties this year. He pub- 
lished and distributed for the 
association “Dear Fellow Citizen,” 
a hard-hitting flip chart about 
fluoridation designed for lay use. 
He also published the pamphlet, 
‘what is the Real Story About Fluo- 
ridation.” We hope that both of 
these publications will receive 
wide distribution and use. They can 
be effective tools in fluoridation 
promotion, particularly in the 
smaller communities of this country. 

The process of reorganization 





continued through the year. Working 
closely together, the Committee on 
the Constitution and By-laws and 
the Committee on Duties of Commit- 
tees have produced what the Execu- 
tive Council feels are two workable 
documents which should be adopted 
by the membership. The suggested 
committee structure is streamlined 
and, in my opinion, will meet the 
needs of the association. The Con- 
stitution and By-laws have been 
completely rewritten in accordance 
with changes made in the structure 
of the association at the Los 
Angeles meeting. Both documents, we 
feel, are functional. I urge you to 
review them carefully and to approve 
them at our next annual meeting. 

As you know, negotiations with 
Group Management, Incorporated to 
administer some of the association’s 
business and to publish the Bulletin 


have been discontinued. We will 


continue, for the time being at 
least, to manage our own organiza- 
tion and to publish the Bulletin, 
as in the past. One outgrowth of 
our negotiations, however, was a 
decision to incorporate the asso- 
ciation. Early in April, I took 
steps to have the association in- 
corporated in the State of Illinois 
and registered under the Foreign 
Corporations Act in New York State. 
This, I am happy to report, has 
been accomplished, and I believe 
we are in a better administrative 
position for having made this pro- 
gressive step. 

The workshop on Local Public 
Health Dental Progress was held in 
June at the University of Michigan 
School of Public Health. Well at- 
tended by local, State, and federal 
dental public health people, it was 
a tremendous success, and we expect 
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that stronger local dental programs 
will result from it. The full report 
of the proceedings will be pub- 
lished in the immediate future and 
will be available to us all. 

Before closing, I would like to 
say a few words about a situation 
which it is in our power to remedy. 
As you know, the past few years have 
seen an exodus of refugees from Cuba 
to the United States. Among these 
refugees are some 95 dentists who 
are seeking employment in their 
profession. The Public Health Ser- 
vice has employed two in clinical 
and administrative positions, as has 
the Dade County Health Department 
in Florida. The majority, however, 
are still unemployed -- or at most 
holding menial positions. It seems 
to me that here we have a pool of 
professionally trained people -- 
people whose skills are urgently 
needed -- who could be employed 
in public heaith programs, in in- 
stitutional dental clinics, and in 
many other dental activities. If 
each State could absorb one or two 
of the refugees, it would help 
itself and these dentists presently 
without a country. I urge each of 
you to search carefully for ways 
that you might assist in this crit- 
ical situation. 

In closing, I wish to express my 
gratitude for the cooperation I 
have received from the various 
committees and committee chairmen. 
I would commend particularly the 
Committee on the Constitution and 
By-laws and the Committee on Com- 
mittees. The documents they have 
produced are witness to their ac- 
complishments and service. My close 
liaison with the Secretary-Treas- 
urer, the President-Elect, and the 
Editor was a real source of strength. 
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Their counsel was invaluable in and moved forward to meet then. 

















making those decisions which af- Serving as your president was a 
fected the continued welfare of privilege for which I am grate- ' 
the association. ful -- enjoying your confidence |  50@ 
For me -- this has been an ex- was an accolade I shall always give 
citing and stimulating year -- a remember. and 
year in which we have set new goals Thank you again. 
q 
26, 
of 1 
subi 
PRAYER June 

LORD, Thou knowest better than I know myself that I am growing older, ] 
and will some day be old. Dr. 

Keep me from getting talkative, and particularly from the fatal habit P. ¢ 
of thinking I must say something on every subject and on every occasion. F 

Release me from craving to try to straighten out everybody's affairs. 

Keep my mind free from the recital of endless details -- give me wings 
to get to the point. 

I ask for grace enough to listen to the tales of other’s pains. Help 
me to endure them with patience. 

But seal my lips on my own aches and pains -- they are increasing and 
my love of rehearsing them is becoming sweeter as the years go by. 

Teach me the glorious lesson that occasionally it is possible that I 
may be mistaken. 

Keep me reasonably sweet; I do not want to be a saint -- some of them D 
are so hard to live with -- but a sour old man is one of the crowning Minn 
works of the devil. 

Make me thoughtful, but not moody; helpful, but not bossy. With my 
vast store of wisdom, it seems a pity not to use it all -- but Thou D 
knowest, Lord, that I want a few friends at the end. sumi 

Amen. whic 
ceiv 

D 

of P 

Publ 
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ANNOUNCEMENT 


The following persons have been certified as Diplomates of the American 
Board of Dental Public Health, as a result of the certifying examination 
given at the School of Dentistry, University of Pennsylvania on October 12 
and 13, 1961: 


Dr. Harry L. Draker, Delmar, New York 

Dr. Charles L. Howell, Indianapolis, Indiana 
Dr. Sidney L. Miller, Macon, Georgia 

Dr. A. L. Russell, Rockville, Maryland 

Dr. Henry C. Sandler, Belle Harbor, New York 


The Board will hold its next certifying examination on October 25 and 
26, 1962, in Miami, Florida, in conjunction with the 103rd Annual Meeting 
of the American Dental Association. Candidates for this examination must 
submit their applications to the Secretary of the Board not later than 
June 15, 1962. 


Information and application forms may be obtained from the Secretary, 
Dr. Polly Ayers, Bureau of Dental Health, Jefferson County Board of Health, 
P. O. Box 2591, Birmingham, Alabama. 


officers and a new member of the Board elected in Philadelphia are: 


Dr. Donald J. Galagan, President 
Dr. John T. Fulton, Vice-President 
Dr. Polly Ayers, Secretary-Treasurer 
Dr. Arthur Bushel, Member 
Dr. Norman F. Gerrie, Member 

(to succeed Dr. Chester V. Tossy) 


Dr. John Snyder, formerly Assistant Director of the Dental Division in 
Minnesota, is now the Director of the Division of Dental Health in Montana. 


Dr. Jess Greek of Tennessee and Dr. Polly Ayers of Alabama will be as- 
suming the responsibility as project directors for the large training grant 
which the Tennessee-Montgomery County, Alabama health departments have re- 
ceived to establish a year-long residency in public health dentistry. 


Dr. Frank Law, formerly of the Public Health Service, is now Professor 
of Public Health Dentistry at the University of North Carolina School of 
Public Health. 
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CITATION AWARDED TO DR. PHILIP EARLE BLACKERBY, JR. \ 

AT PHILADELPHIA, OCTOBER 14, 1961 Dr 

st 

Dr. Philip Earle Blackerby, born in Erlanger, Kentucky, August 9, 1910, was grad- in 
uated from the University of Louisville with an A.B. degree in 1930 and @ D.M.D. in = 
1933. He also did graduate work in oral pathology at the University of Illinois and = 
was awarded the M.S.P.H. degree by the University of Michigan in 1941. Upon grad- po 
uation from dental school, he served an internship at the U.S. Marine Hospital in ic 
re 


Chicago, Illinois and in 1934, joined the staff of the University of Louisville where 
he taught until 1936. For the next six years he was Director of the Dental Health 
Division of the Tennessee State Health Department. In 1942 he returned once again 
to the Louisville dental school and became its dean in 1944. He became Director of 
the Division of Dentistry of the W. K. Kellogg Foundation in 1945 and subsequently 
was appointed Associate Director of the Foundation, a position which he still holds. 
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Dr. Blackerby, being a true diplomat, has held almost every responsible position 
in every important dental organization in the United States. A partial list of ac- 
complishments shows him as past president of this organization and as a former Chair- 
man of the Dental Health Section of the American Public Health Association. He has 
served as Chairman of the Committee on Professional Education of the American Public 
Health Association and currently, he is a Councilor of the Dental Health Section as 
well as a member of the Governing Council of that organization. He is a founding 
diplomat of the American Board of Dental Public Health, was its first secretary and 
subsequently has held every office in that organization. He was a member of the Amer- 
ican Dental Association’s Council on Dental Education and is currently a consultant 
to the Council. The Michigan State Dental Association has utilized his services as 
have many other agencies including the World Health Organization and the U.S. Pub- 
lic Health Service where he functions in an official capacity for both the Division 
of Dental Public Health and Resources and the National Institute of Dental Research. 
To conclude this partial listing, he is presently a member of the Board of Regents 
of the American College of Dentists. 


The leadership, diplomacy and direction that Dr. Blackerby has given to many im- 
portant facets of the practice of dentistry, dental public health and dental educa- 
tion have advanced the profession tremendously, not only in the United States, but 
also internationally. 


Dr. Blackerby has guided dental affairs through many significant public health 
‘firsts’ -- from the establishment of the postgraduate program for Tennessee dentists 
in 1939, which has continued almost uninterrupted since then, through the creation 
and difficult first years of the American Board of Dental Public Health, to the cur- 
rent planning for research in the expansion of the functions of dental auxiliaries. 


His alertness to dental problems has guided the Kellogg Foundation’s generous 
support of numerous projects in dental education and educational research. The Foun- 
dation has made notable financial contributions to the health manpower problem, first 
through the wartime loan-and-scholarship grants to 41 dental schools, to teacher 
training programs and to the support of the American Association of Dental Schools. 
In addition, the Foundation has contributed to three regional higher educational 
groups so that each could conduct dental manpower studies. The Foundation, through 
Dr. Blackerby’s office, has established five new dental hygiene schools in the United 
States during the past two years. The Survey of Dentistry, which has provided an 
impressive telescoping of time in identifying dental problems at a time when issues 
were becoming increasingly critical, was made possible through his interest and the 
major financial award made by the Kellogg Foundation. Dr. Blackerby’s role in sup- 
porting the conference on the functions of dental auxiliaries, sponsored by the Amer- 
ican Dental Association and the American Association of Dental Schools, is the most 
recent activity destined to influence dentistry’s future role as a health service. 
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Among the minor nuisances for which the dental profession has not 
yet found a solution is the lack of a standardized and uniformly ac- 
cepted recording system for the human dentition. Public health dentists, 
who are members of the Association, are responsible for most of the 
publicly supported dental care programs throughout the nation; they 
could play a major role in the gradual introduction of a uniform system, 
if they themselves can agree on it. Inertia and the general human tend- 
ency to resist change will have to be overcome. A simple and clear 
recording system is, therefore, proposed in the hope that it may be 
found to be universally acceptable for records and forms in publicly 
supported dental care programs. 


We suggest to call this system "Computer Dentistry," but make no 
claims for its originality. It is certain that somebody somewhere has 
already used it. The system has the advantage of permitting the use of 
the typewriter, and any form on which it is used can, therefore, be 
used also as a code sheet for machine tabulation. Because it is set up 
for typewriter use, it is necessary to start every dental examination 
for both the maxilla and the mandible on the patient's right side. We 
suggest the following slogan: 


"Examine right -- start at the right!" 
Do NOT enter fees. Indicate treatment proposed only - not present fillings. 
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Two boxes are provided below each tooth. One is used for entering the 
surface and the second, the type of service rendered. For example, 
tooth #4, the upper right second bicuspid, requires a MO AMALGAM. 
Tooth #9, the upper left first central requires a distal silicate 
filling, etc. The system makes it possible to retain the widely used 
quadrant designation to which most dentists refer colloquially. It 
seems to us that this is one instance in which our Association has the 
opportunity and perhaps the responsibility for leadership. If publicly 
supported and insurance dental programs take the lead, we may yet see 
a simple, clear and acceptable uniform dental recording system used in 
this country. The advantages of this system for machine tabulation and 
record preparation by means of typewriters are two features which den- 
tal administrators will easily understand and appreciate. 
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ASSOCIATION AFFAIRS 





MINUTES 
AMERICAN ASSOCIATION OF PUBLIC HEALTH DENTISTS 
Executive Council Meeting 


Bellevue-Stratford Hotel 
Philadelphia, Pennsylvania 
October 13, 1961 


Members present: Kroschel, Draker, Ast, Peterson, Howell, 








Gillooly, Wallace, Trithart, Diefenbach 


. The meeting was called to order by President Kroschel at 3 p.m. The 
committee discussed nominees for the American Board of Dental Public 
Health. These nominees were Sebelius, Peterson, Gerrie, Striffler 
and Nevitt. 


. Dr. Draker presented some of the problems associated with publica- 
tion of “Public Health Dentistry.’’ He suggested the editor and 
publisher be two separate people for the ensuing year. The Executive 
Council discussed the possibilities of securing a publisher and 
efforts will be made to secure a new publisher for the bulletin. 


. The proposed constitution and by-laws were discussed by the Execu- 
tive Council. This document was mailed to the membership 30 days 
before the annual meeting and, although it would be proper to vote 
on this document at this time, unless there is strong sentiment for 
adopting the proposed constitution and by-laws at this meeting, it 
will be introduced but held over for adoption until the next meeting 
of the Association. 


. The meeting was adjourned at 6 o’ clock. 


Respectfully submitted, 


A. H. Trithart 
Secretary-Treasurer 












MINUTES 
AMERICAN ASSOCIATION OF PUBLIC HEALTH DENTISTS 
Annual Meeting 


Warwick Hotel 
Philadelphia, Pennsylvania 
October 14, 1961 


. President Kroschel called the meeting to order at 9 a.m. Sixty-nine 
members and guests were present at this meeting. It was moved, 
seconded, and passed that the reading of the minutes be dispensed 
with since they have been published in the bulletin. 


. President-Elect Howell introduced President Kroschel who gave an 
interesting and inspiring presidential address. 


. Officers’ reports 


a. Secretary’s report (written) 
b. Treasurer’s report (written) 
. Editor’s report 
Dr. Draker reported that the responsibilities of editor and 
publisher of Public Health Destistry should be separated, and 
Suggested that a publisher be obtained to handle the mechanics 


of publication of our bulletin. Dr. Draker agreed to continue 
as editor. 


. Reports of committees 
a. Standing committees 


(1) Health Education - Dr. John Peterson (written) 

(2) Public Health Legislation - Dr. Harry Ostrow (written) 
(3) Local Arrangements - Dr. Charles Gillooly (written) 
(4) Membership - Dr. Carl Sebelius (written) 

(5) Record and Reports - Dr. Charles Henshaw (no report) 


b. Reference committees 


(1) Resolutions - Dr. Harry Bruce (written) 
(2) Reports of Officers - Dr. Polly Ayers (written 


c. Special committees 


(1) Public Health Curriculum - Dr. Robert Weiss (no report) 





(2) Necrology and History - Dr. Richard C. Leonard (wtitten) 
(3) Chronic Diseases - Dr. Putnam (written report) 


(4) AAPHD Joint Committee with APHA on Grants-in-Aid - Dr. Polly 
Ayers or Dr. Wesley Young 


(5) Committee on Committees - Dr. Viron L. Diefenbach (written) 
(6) Constitution and By-Laws - Dr. Donald Galagan (written) 


(a) Copies of the proposed constitution and by-laws had been 
sent to the membership approximately two weeks before the 
annual meeting. Dr. Galagan, committee chariman, went over 
the proposed constitution and by-laws and pointed out the 
changes that had been made and wherein the new document 
differed from the old constitution and by-laws. These 
changes were discussed by the membership and additional 
amendments were made. Although the Executive Committee 
had not intended to have the proposed constitution and 
by-laws acted upon at this annual session, the membership 
of the Association elected to adopt the new constitution 
and by-laws at this meeting. The constitution and by-laws 
were adopted by a majority vote. 


ADA Relationship - Dr. Charles Gish (written) 


Committee on Dental Public Health Specialty - Dr. Philip E. 
Blackerby (written) 


Workshop on Local Dental Public Health Programs - Dr. Kenneth 
Easlick or Dr. Polly Ayers (written) 


Committee on Group Management (disbanded) 
Awards Committee - Dr. George Nevitt (written) 


(a) The Awards Committee made this year’s presentation to 
Dr. Philip E. Blackerby, Jr. The award was made by Dr. 
Linwood Grace who read the citation that accompanied 
the award. Dr, Blackerby expressed his complete sur- 
prise at being a recipient of the award this year. In 
his comments he remarked that this situation had not 
always existed and that there have been occasions when 
the name of the person to receive the award had appeared 
in the bulletin several months ahead of the annual 
meeting. 


5. Election of officers - nominating committee - Dr. John Peterson 
(written report) 


a@. Dr. Kroschel installed Dr. Howell as president of the Associa- 
tion. Dr. Howell presented the past president’s plaque to Dr. 
Kroschel. 
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b. The nominating committee submitted the following slate of 
officers: Charles Howell, president; David Witter, president- 
elect; Executive Council, W. R. Bellinger, Lloyd F. Richards. 
It was moved, seconded, and passed that the nominating com- 
mitee’s report be accepted and that the slate of officers 
submitted by them be elected by acclamation. 


6. The meeting was adjourned by President Howell at 11:50 a.m. 


Respectfully submitted, 


A. H. Trithart 
Secretary-Treasurer 


COMMITTEE REPORTS 








HEALTH EDUCATION COMMITTEE REPORT 
October 14, 1961 


The Committee reports no independent action but wishes to report and 
comment on new health education programs and materials which have come 
to its attention during the past year. 


A number of excellent new films have been produced and are available 
through the American Dental Association: 


1. “Matter of Choice* 


2. “Laurie Learns a Secret” 
3. “Today Alice is Three” 
4. “Pattern of a Profession’ 
5. “Case of the Missing Tooth” 
Pioneer work in dentistry for the aged and handicapped has led to 
the production of: 
1. “The Vigil of Jenny Fay’ 
2. “Pioneering Dental Health for Retarded Children” 


The materials developed by Mr. Van Sil and to be promoted by the 
AAPHD should fill a need in the promotion of fluoridation. 
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The Docu-Drama “Over the Fence,” designed by the Georgia Center for 
Continuing Education and sponsored by the USPHS and the Georgia Depart- 
ment of Health, is an appealing audio-visual method of fluoridation 
education. Lifelike figures, slides, an audio-tape and a live narrator 
make up the parts of this Docu-Drama. The USPHS plans to distribute 
kits nation-wide of this production. 


Dr. Walter Atkins has made an interesting evaluation of a year of 
extensive health education in Oklahoma by using an oral hygiene index. 


Skinner and Sabotta report in the March 1961 public Health Reports 
a@ program in which rapid dental inspections in the schools were sup- 
plemented by a concentrated dental health program aimed primarily at 
increasing remedial care of the six-year molar. 


Dollar and Sandell made a survey of dental programs in schools for 
the Commission on the Survey of Dentistry which is published in the 


January 1961 Journal of School Health. 


Public Health dentists have done little toward assisting the private 
practitioner in providing dental health education for patients in his 
office. We should await with interest the results of a program which 
Mr. Kimsey of the USPHS and Dr. Gish of Indiana are developing for the 
private practitioner in that State. 


Two excellent teaching guides have been published which should have 


wide usage. They are “Dental Health Guide for Teachers of Tennessee” 
and “Essentials of Dental Health for Nurses,” which was developed in 
New Jersey. 


John R. Snyder 
Sidney L. Miller 
John K. Peterson, Chairman 


CHRONIC DISEASE COMMITTEE 


The Committee has had no meetings this year, thus there is no committee 
action to report. There has been considerable activity in the area of 
dental care for the chronically ill throughout the United States that we 
would like to bring to your attention. 


There have been surveys of the dental needs of patients in nursing 
homes in at least 20 States. The scope of these studies range from only 
the homes in one community, through a sampling of all the homes in the 
State, to at least one survey which included every nursing home in the 
State. 
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There have been at least 4 States in which surveys of all the institu- 
tions under State control have been surveyed, the dental needs of the 
residents recorded, and recommendations made for improving dental care. 


At the present time, there are 3 programs in which dental care is be- 
ing provided for homebound chronically ill patients. One program is under 
the direction of a local dental society, one as a service of the outpa- 
tient clinic of a chronic disease hospital, and one as a part of & co- 
ordinated home care program directed by a Visiting Nurse Association. 

Two other dental society sponsored programs are now in the planning 
stages. 


Currently, 2 dental schools are providing under-graduate instruction in 
the care of the chronically ill, including both training in home dental 
care, and in hospital dental care. 


The American Dental Association has provided some strong leadership in 
this field. A part of the 12th Annual Conference of the Council on Dental 
Health was devoted to a panel discussion of dental care for the chronically 
ill and aged. There will be another panel discussion of this subject at 
the annual meeting in Philadelphia. The Association has released a firm 
statement on “Dental Care in the Nursing Home.” 


This Committee would like to recommend that the American Association of 
Public Health Dentists officially endorse this statement of the American 


Dental Association and the principles contained therein. 


W. R. Bellinger 
Harry L. Draker 
Peter A. Triani 
William J. Putnam, Chairman 


REPORT OF COMMITTEE ON THE WORKSHOP 
ON ADMINISTRATION OF LOCAL DENTAL PROGRAMS 


The Chairman of the Committee is pleased to report that his special com- 
mittee is ready to be discharged with proper obsequies. The Workshop on the 
Administration of Local Programs of Dental Public Health was held in Ann 
Arbor, Michigan, at the University of Michigan’s School of Public Health, 
June 18 to 23, of this year. Fourteen formal papers were presented -- each 
excellently prepared -- and 11 study-groups reported after evaluating the 
pertinent information related to their assignments. The assignments follow: 


I. Public-Health Organization. 


II. Establishing the Natural History of Disease; Epidemiology. 


III. Establishing the Natural History of Disease; Research, 
Statistical Evaluation of Information, Interpretation. 





IX. 
X. 
xI. 


. Organizing a Local Dental Program; Surveying and Policy- 


Making. 


. Organizing a Local Dental Program; Planning, Budgeting 


and Securing Personnel. 


. The Components of a Local Dental program; Treatment. 
. The Components of a Local Dental Program; Prevention 


of Oral Disease. 


. The Components of a Local Dental Program; Evaluation 


and Education. 
Financing Dental Health. 
Establishing Satisfactory Human Relations. 
Planning for the assessment of Local Dental Programs. 


Editing of the lectures, reports of study-groups and discussions has 
been proceeding as time permitted during the summer and a tentative date 
of publication established for the spring of 1962. 


Any participants in the Workshop who promised and failed to send back 
additional editing are invited to do so at once without invocation of 


penalty. 


Kenneth A. Easlick, D.D.S. 
Chairman 


NOMINATING COMMITTEE REPORT 
October 14, 1961 


The Committee nominates for: 


Executive Council W. R. Bellinger 
Lloyd F. Richards 


President-Elect David M. Witter 


Respectfully submitted, 


John R. Snyder 
Richard Leonard 
John K. Peterson, Chairman 





COMMITTEE ON REPORTS OF OFFICERS 
AMERICAN ASSOCIATION OF PUBLIC HEALTH DENTISTS 
Philadelphia 
October 14, 1961 


The members of the Committee on Reports of Officers wish to commend Pres- 
ident Kroschel for his astute selection of major goals toward which pub- 
lic health dentists should immediately set their sights. Because the 
committee members have been so favorably impressed with the importance 
of these targets, they present for consideration the attached Recommen- 
dation to implement the proposals in Doctor Kroschel’s Presidential 
Address. 


RECOMMENDATION 


IT IS RECOMMENDED THAT members of the American Association of Public 
Health Dentists, individually and collectively, in their efforts to 
improve the oral health of all people: 


DEVELOP closer working relationships with private dentists 
and with organized professimal groups in order 


to increase professional support for 
dental public health activities, 


to increase community acceptance of 
fluoridation, 


to secure needed support for desirable 
public health legislation at all levels 
of government, and 


to assist such groups as the Army in 
the development of programs of pre- 
ventive dentistry; 


PROVIDE leadership in planning for meeting increasing dental 
manpower needs 


by interesting individuals -in studying for 
dental careers, 


by encouraging dentists and dental hygi- 
enists with desirable talents to study 
for careers in dental public health, 


by supporting legislation which would in- 
crease training facilities for dentists 
and dental auxiliary personnel, 


by utilizing within the limits of their 
abilities and within the limits of existing 
laws such groups as the Cuban dental refu- 
gees who need help themselves but who in 





turn might help to alleviate the current 
shortage of dentists available for public 
heaith programs throughout the country, and, 


by practising what public health dentists 
have long been preaching, namely, that den- 
tal auxiliary personnel can be extremely 
valuable adjuncts in the operation of den- 
tal programs; and 


UTILIZE efficiently as soon as they become available new in- 
formation and tools so that the public can have the benefit 
of modern dental public health skills and technics now rather 
than at sane later date. 


Paul Cook 
Floyd H. DeCamp 
Polly Ayers, Chairman 


LOCAL ARRANGEMENTS (CHICAGO) 


The Local Arrangements Committee for the Midwinter Meeting has had its 
activities covered very well in Public Health Dentistry. The Midwinter 
Meeting, held at the Morrison Hotel on February 5, 1961, was well attended. 
The program was designed to be of interest for both institutional dentists 
and public health dentists (in the more orthodox sense). Dr. Stanley 
Lotzkar of the Kansas City Public Health Service Home Care Project did a 
marvelous job under very difficult circumstances of demonstrating bedside 
care and his explanation was outstanding. Dr. Wesley 0. Young led a fine 
discussion of the implications to public health dentistry of the ‘Report 
of the Commission on the Survey of Dentistry.’’ Last on the program was the 
first presentation outside California of California’s multi-million dollar 
Dental Program for Public Assistance Recipients. Dr. Sanford N. Kauffman 
described many of the facets of this outstanding public program. 


Chester V. Tossy 
John E. Zur 
John M. Frankel 


DENTAL PUBLIC HEALTH SPECIALTY 


Very little activity concerning the specialty problem, on the part of 
the ADA Council on Dental Education, has been reported during the past 
year. It appears likely that the moratorium on the recognition of new 
specialty areas and boards, in effect for several years while the whole 
problem was being re-studied by the Council, will be lifted by the House 
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of Delegates at the Philadelphia meeting. Such action, however, should 
not affect specialty boards already recognized, including dental public 
health. 


The principal area of indecision, now under intensive study, is the 
question of permitting board candidates to publicly announce limitation 
of practice (and thus imply specialization) during the time they are 
qualifying for examination and certification in a recognized specialty 
area. Most boards now require a period of full-time experience in the 
specialty area, in order to meet their eligibility qualifications -- a 
requirement which is obviously difficult for the candidate to fulfill 
without implying that he is a “specialist.” 


In dental public health, two developments of interest to the specialty 
board have occurred during the year. These are the establishment in San 
Francisco of the PHS Dental Health Training Center, which expects to ex- 
periment with a residency program in dental public health; and the plans 
being made by the University of North Carolina School of Public Health 
for development of a residency or graduate training program in dental 
epidemiology -- beyond the MPH level. Both of these programs offer prom- 
ise for meeting the second-year training requirement (“supervised field 
experience”) of the specialty board, for which no satisfactory answer 
had been found up to this time. 

Philip E. Blackerby, Chairman 


PROGRESS REPORT 
1961 
COMMITTEE ON DENTAL PUBLIC HEALTH CURRICULUM 


The Committee on Dental Public Health Curriculum, AAPHD, and the Con- 
mittee on Professional Education, Dental Section, APHA, have a common 
mission and are composed of the same members. This joint Committee of 
the two associations has completed a guide for developing an under- 
graduate course in dental public health on which it has been working for 
the past two years. In essence, the document defines the role of the 
private dentist and dental hygienist in relation to community dental 
health and identifies 33 basic community health concepts on which dental 
public health teaching should focus. In March, 1961, this document was 
distributed to all members of the American Association of Public Health 
Dentists and all members of the Dental Section, American Public Health 
Association for their review and comment. A final copy of the guide is 
being prepared. This report and the final document will be presented to 
the Dental Section, APHA, at the annual meeting in November. 


In addition to the sessions devoted to the guide, the Committee met on 
May 3, 1961 in Washington, D.C. to discuss what further action might be 
taken by the Committee in the future. Three recommendations were made. 





1. It was recommended that (a) copies of the final guide be made avail- 
able to all the dental schools, (b) the members of the Committee and 
others in the dental public health field utilize the guide by providing 
assistance in developing new courses and reviewing and modifying ex- 
isting courses in the dental and dental hygiene schools, (c) the effec- 
tiveness of the guide be extended by encouraging the schools to request 
research funds presently available for experimentation relating to the 
content, methodology and evaluation of undergraduate courses in dental 
public health. 


2. It was recommended that the U. S, Public Health Service, Division of 
Dental Public Health and Resources sponsor regional conferences for 
teachers of dental public health from the dental and dental hygiene 
schools. Such conferences will provide an opportunity for exchanging 
ideas and information about objectives, content, resources and methods 
in undergraduate dental public health courses. A successful conference 
of this kind was held in June 1961 in Philadelphia for teachers from 
the dental schools in Regions I and IT. 


3. It was recommended that the Committee explore the subject of graduate 
education in public health for dentists and dental hygienists and formu- 
late basic standards and guides relating to curriculum objectives, con- 
tent, resources, and methods. 


Committee Members 


Miss Helen Ellerby 

Dr. William W. Jordan 

Dr. W. J. Putnam 

Dr. Carl L. Sebelius 

Dr. Lawrence E. Van Kirk, Jr. 
Miss Elizabeth M. Warner 

Dr. Robert L. Weiss, Chairman 


NECROLOGY 


Your Necrology Committee is happy to report that no deaths within our 
group’s membership have been reported since the last annual meeting. 


In view of this happy circumstance, it is felt appropriate that the 
president call for a moment of silent thanks to Almighty God. The chair- 


man of the committee so moves. 


Franklin M. Erlenbach 

Floyd H. DeCamp 

Roy D. Smiley 

Richard C. Leonard, Chairman 





RESOLUTIONS COMMITTEE: SUGGESTED RESOLUTIONS 


COOPERATIVE RELATIONSHIP BETWEEN DENTAL PUBLIC HEALTH 
AND PUBLIC ASSISTANCE PROGRAMS 


Many publicly supported health programs contain the provision of dental 
services. These programs are operated by a number of different agencies and 
their scope of services are as different as the number of sponsoring agen- 
cies. Not all of the programs are promoted, planned, organized and admin- 
istered by competent dental leadership. Likewise, many of the programs are 
not a part of the official health agency. 


The trained public health dentist has the knowledge, ability and expe- 
rience to be of significant assistance to any public agency interested in 
the promotion, planning and/or operation of a health program. Therefore, 
the American Association of Public Health Dentists should promote, support, 
and develop a cooperative relationship with any and all public agencies 
interested in providing dental services as a part of a health program. 


RELATIONSHIP BETWEEN DENTAL PUBLIC HEALTH PROGRAMS 
AND INDUSTRIAL DENTAL PROGRAMS 


In recent years industrial and related groups are showing an increasing 
concern in the establishment and operation of dental programs. While the 


program established and operated by an industrial group may or may not be 
@ component part of the dental public health program, it is believed that 
the public health dentist should and does have slecific abilities and 
knowledge which could be of value in these programs. The American Asso- 
ciation of Public Health Dentists should promote and support the estab- 
lishment of a close liaison between dental public health programs and 
activities and the industrial groups interested in or operating dental 
programs. 


PROFESSIONAL DIRECTION OF DENTAL ACTIVITIES IN MEDICAL CARE 
PROGRAMS OF DEPARTMENTS OF PUBLIC ASSISTANCE 


Several departments of public assistance (welfare) in the states have 
initiated dental service programs as a part of a medical care program. In 
some of the states the dental care program does not have the direction of 
a dentist. Likewise, some of the programs have been planned by public 
assistance agencies without the consultation and/or assistance of a den- 
tist. It is believed that any program planning to provide or providing 
dental care should be administered by a dentist or with dental consulta- 
tion and/or assistance. 


The American Association of Public Health Dentists should take the 
initiative and give support to the American Dental Association, and other 
groups concerned to see that dental programs are directed and adminis- 
tered by a competent dentist or with competent dental consultation. 


Resolutions and Constitution and Bylaws continued on Page 182 





ADA RELATIONSHIPS 


Since President William P. Kroschel has called attention to the need 
for a study of the committee structure of the American Association of 
Public Health Dentists, the activities of this committee have been to 
evaluate our own existence with regard to the purpose of the committee. 
Assuming that the purpose of the Committee was to maintain and promote 
good public relationships with the American Dental Association, it was 
the feeling of the Committee that this could best be carried out by the 
officers and Executive Council of the AAPHD and not by a committee. 
Therefore we recommended to the Committee on Committees the discontin- 
uance of this committee. It was felt that it should be left to the dis- 
cretion of the president or Executive Committee to appoint such a com- 
mittee for specific actions. 


Some of the factors considered in this decision were: (1) An ADA Re- 
lationship Committee should maintain and promote good public relations 
with the ADA and join forces in specific areas of mutual interest as 
these occasions arise. For example, securing ADA legislative support 
(such as grants-in-aid to dentistry), AAPHD representative should attend 
the ADA Reference Committee on Dental Public Health to present their 
views before the Committee, prepare materials and invitations for repre- 
sentatives of the ADA to participate in our functions. A specific example 
of this was the recent meeting in Chicago of Public Health Dentists and 
Institutional Dentists when Gordon Watson was invited and attended and 
Jerry Casey was on the program. This was good ADA relationships. None of 
this credit is due this committee, but to the relationship of the AAPHD 
officers to the ADA and especially to the fine work of John Frankel. 
These factors lead us to recommend that the liaison with the ADA should 
be through the Executive Council and officers of the AAPHD and not by a 
standing committee. 


LEGISLATION 


Report of Status of Legislation affecting Dental Public Health -- 87th 
Congress. 


The Committee on Legislation of the American Association of Public Health 
Dentists has delayed its report until now because Congress has not yet ad- 
journed and there was a possibility that some action affecting dental pub- 
lic health might take place. However, it now appears that no further ac- 
tion on any major legislation affecting this Association will take place. 


During the 87th Congress approximately 150 bills affecting dentistry were 
introduced in both the Senate and House of Representatives. However, very 
few reached Committee and, consequently, no action was taken. Some of the 
more significant bills were reported by both House and Senate Committees. 
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Hearings were held for only a few. In the opinion of this Committee only 
two significant pieces of legislation were concluded. They are the Hill- 
Harris Community Facilities Act and the Fogarty Bill providing funds for 
dental research, services, and resources which was included in the body of 
the Health, Education, and Welfare budget. Herewith is a table outlining 
the progress of the major legislation affecting dental public health 
during the current session of Congress. 


REVIEW OF FEDERAL LEGISLATION RELATED TO DENTISTRY - 87TH CONGRESS 


Bill # HR-10 


Bill # HR-4222 


Bill # S-909 
Bill # HR-7035 


Bill # S-917 


Bill # HR-4742 
Bill # HR-12677 


Bill # S-1072 


Bill # HR-4999 


Sponsor: Keogh (D-N.Y.). Subject: Self-Employed Tax Defer- 
ral. Latest Action: Senate Finance Committee voted favor- 
ably (13-3); previously passed by House. Comments: Not 
backed by Administration; possibility for next year. 


Sponsor: King (D-Col.). Subject: Health Care for Aged. 
Latest Action: House Ways and Means Committee hearing 
only. Comments: Will probably be held over (opposed by 
ADA); possibility for next year. 


Sponsor: Anderson (D-N. Mex.). Same as HR-4222. 

Sponsor: Fogarty (D-R.I.). Subject: Funds for Dental Re- 
search, Services, and Resources. Latest Action: (a) HEW 
budget approved by House May 17; (b) Senate approved in- 


crease of $5,600,000 over House; (c) Joint Conference 
Committee approval; passed. Comments: (a) $16,863,000 
total; $14,681,000 to N.I.D.R.; (b) $22,500,000 total; 
$20,000, 000 to N.I.D.R.; (c) Division of Dental Public 
Health and Resources, $2,500,000; N.I.D.R., $17,340, 000. 


Sponsor: Hill (D-Ala.). Subject: Categorical Grants-in- 
Aid for Dental Services. Latest Action: None. Comments: 
Prospects good for hearings next session if ADA continues 
backing. 


Sponsor: Harris (D-Ark.). Same as S-917. 


Sponsor: Zelenko (D-N.Y.). Subject: Establish Special 
Category for Radiation Injury -- Workman’s Com. Fed. Level. 
Latest Action: None. Comments: No position by ADA; program 
not needed. 


Sponsor: Hill (D-Ala.). Subject: Aid to Medical and Dental 
Education. Latest Action: None. Comments; Senate hearings 
only; may be affected by public education bill defeat; 
prospects for passage might be good if limited to support 
of medical and dental schools. 


Sponsor: Harris (D-Ark.). Same as §-1072. 





Bill # S-1071 
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Sponsor: Hill. (D-Ala). Subject: Community Health Facili- 


ties Act. Latest Action: Passed. Comments: Provides 
assistance to communities; matching funds for aged and 
chronically ill (dental could be included). 


Bill # HR-4998 Sponsor: Harrig (D-Ark.). Same as S-1071 


A. Harry Ostrow, D.D.S., Chairman 


MEMBERSHIP COMMITTEE 


At the present time the Association has a total of 194 members. Fifty-three 
new members have been added to the roster during the current year. This is a 
30% increase over the membership at the end of the last calendar year. These 


new members are as follows: 


Walter Daniel Atkins 
R. H. Brewster 

C. E. Frey 

Cephas W. Gary 

John W. Heck 

Charles L. Kimmel 
Harmon F. LaMar 
Howard Fay Lybolt 
Chaja Di Pasquale 

D. W. Podshadley 

G. Herbert Seberg 

N. L. Shory 

Joseph T. Smith 
James E. Twomey 
Richard Wells Yarger 
George W. Smith 
Winston W. Frenzel 
Hubert J. Wegener 


W. Paul Brakebill, Jr. 
John E. Chrietzberg 
Dugene M. Coven 

Harry M. Gradwoh] 
Sheldon Holen 

Wendell C. Kitchen 
Samuel F. Leichter 

L. K. MacGregor 
Richard Pasternak 
Allen Ronald Ross 
William Chas. Sellingsloh 
Samuel M. Sinchak 
Charles A. Sterling 
Barnet Wachs 

Charles V. Zajdzinski 
Michael C. Arra 

Henry C. Sandler 

Ovid Slavin 


G. Donald Bissell 
William Edward Creighton 
William F. Franke 
Thomas G. Grady 
Newton E. Howe 
Joseph Wesley Kral 
Thomas. L. Loudon 
Edward C. Maloof 
Abraham Kobren 
John Stephen Ryder 
William E. Sherfey 
C. A. Sinkler 
Joseph F. Stolla 
Samuel J. wycoff 
Milton S. Ross 
Earl C. Hewitt 
Gilbert Sherman 


Carl L. Sebelius, Chairman 
Toyo Shimizu 

Glen Brinker 

Robert L. Haas 

Polly Ayers 

Lloyd Richards 











AMERICAN ASSOCIATION OF PUBLIC HEALTH DENTISTS 


Report of Secretary 


October 14, 1961 
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59 new active members 
Respectfully submitted, 


A. H. Trithart 
Secretary 





A program to interest high school graduates in a career of dental assis- 
tance is being launched by the U. S. Public Health Service and the American 
Dental Assistants Association with release of the film, ‘‘The Dental Assist- 
ant -- A Career of Service.’’ 

The film shows career opportunities in this rapidly growing field, high- 
lights the varied duties dental assistants perform, and points out the 
training facilities now available at schools and colleges. 

The 13% minute color film, produced by the Public Health Service, is in- 
tended for use by high school guidance counselors, dental societies, and 
health departments. It may be obtained from State health departments, some 
State University Film Libraries, and the Communicable Disease Center of the 
U. S. Public Health Service in Atlanta, Georgia. 

Other Public Health Service materials for use in calling the attention 
of young women to career opportunities in dental assisting include a leaf- 
let, ‘‘Something New in White’’ and a booklet, ‘‘The Trained Dental Assistant 
-- A Guide for Counselors.’ These may be obtained from State health depart- 
ments after September 1, 1961. 














What is News — and Where........ 





California 


A first step was recently taken 
in the often over-looked dental 
problems of the handicapped. The 
State Health Department’s Division 
of Dental Health has just completed 
a survey of 400 handicapped adults 
in a“ sheltered workshop “ to assess 
their current dental status, past 
care and present dental needs. The 
study encompassed operative, pros- 
thetic, and periodontal aspects of 
dental care needs as well as handi- 
capping limitations in care of the 
teeth. It is anticipated that some 
type of assistance plan will develop 
for obtaining care for this group 
which will also include a much- 
needed dental health education pro- 
gram. 


Impetus has been given the pro- 
motion of the use of topical fluo- 
rides as a caries prevention meas- 
ure by the initiation of a county- 
wide demonstration project in a 
small rural mountain area. A State 
dental team using two dental hy- 
giene students conducted a dental 
health program as a part of an 
enthusiastic community Health Fair. 
Concurrent with medical examina- 
tions, multiple screening tests, 
immunizations and health education 
attractions, the dental team con- 
ducted dental examinations (DMF) of 
all elementary school children, 
assessment of periodontal disease 
(Russell’s PI Index) was made of 
all 10-13 year olds and topical 
application of stannous fluoride 
was applied topically on children 
6-9 years. Application will be re- 





peated in 1962 and 1963. Demonstra- 
tion projects in other areas are 
anticipated and the use of topical 
applications in the private den- 
tists’ offices is being encouraged 
by the Division by the free distri- 
bution of stannous fluoride to any 
dentist requesting it. 


Through California’s recently 
enacted radiation control legisla- 
tion, all sources of radiation, 
professional and commercial, are now 
under central registration. The 
Division plans a demonstration 
education program on radiation pro- 
tection in the dental office using 
Surpak and other checking devices. 


Soon to be published is a report 
on adult dental needs, the result 
of an epidemiological survey of an 
employed industrial group of 3,000. 
The findings of age-specific DMF 
rates and prosthetic appliances per 
person in this group compare favor- 
ably with data found in studies of 
other adult groups. 


An important conference will be 
held this spring at Jackson Hole, 
Wyoming. The Western State Dental 
Directors meet there June 25-27, and 
a most interesting program is being 
planned by the Chairman, Tim Drew 
of the Wyoming State Health Depart- 
ment. 


Accepting the challenge of the 
anti-fluoridationists, the Division 
assisted in effectively blocking a 
legislative bill designed to elimi- 
nate water fluoridation and all 
other forms of supplemental fluo- 









180 


rides except through fluoridated 
milk. The passage of this legis- 
lation would have been disastrous 
to our already too-slowly-moving 
fluoridation progran. 


Field work has begun on the engi- 
neering phase of an N.I.H. research 
grant project to study dental hypo- 
plasias. California, with its wide 
range of temperatures and fluorides, 
has @ rare opportunity to study the 
inter-relationships of temperature 
and fluoride on fluorosis and other 
enamel hypoplasias. Besides docu- 
menting maximum and minimum effec- 
tive levels of fluoride for tempera- 
ture zones, followback studies will 
be done to identify and classify 
other types of enamel hypoplasias. 
The dental examination phase is ex- 
pected to begin early next year. 


Dr. Donald C. Wallace has assumed 
the duties of Director, Dental 
Division for the city and county 
of San Francisco. Dr. Wallace is a 
dental graduate of the San Francisco 
College of Physicians and Surgeons 
and holds an AB and MPH from the 
University of California. Dr. Wal- 
lace is currently a lecturer in 
public health dentistry at his Alma 
Mater. Prior to his present posi- 
tion he was employed by the State 
of California in the Department of 
Public Health and later by the 
Department of Corrections. 


Colorado 


The construction of a new health 
center at Alameda Avenue and Kipling 
Street in Denver is now well under- 
way. Part of the building will be 





devoted exclusively to a dental 
clinic comprised of a waiting room, 
two dental operatories and a dental 
hygienist’s office. Equipment has 
already been purchased for one of 
the operatories. It is expected 
that the entire clinic will be 
finished and in operation within 
the next few weeks. 


Idaho 


The Dental Hygiene School at 
Pocatello is making rapid progress 
toward its opening this month. The 
building has been remodeled and 
equipment and supplies provided. 
About 60 inquiries were made by 
applicants, from whom 16 well- 
qualified students were selected. 
The other applicants were encour- 
aged to take a year of pre-dental 
hygiene training at the Idaho State 
College. The girls who have been 
chosen will be carrying 21 hours 
each semester for the two-year 
period. 


Several hundred participants from 
eight states are expected to attend 
the Northwest Health Mobilization 
Training Conference in Sun Valley, 
Idaho, September 27-30, 1961. The 
purpose of the Conference is to 
acquaint the heads of the States 
and the various health professions 
with their responsibilities in face 
of an emergency, and to present 
some of the problems they may en- 
counter. 


Among the dentists who will be 
attending the conference are; Dr. 
Fred D. Lewis, Kansas City Regional 
Office; Dr. Wesley 0. Young from 
Boise, Idaho and Dr. James M. Wam- 
bach of Colorado Springs. 
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Missouri 


Dr. OZias Paquin, Jr., Chief, 
Dental Hygiene Section, Saint Louis 
Health Division will retire on 
April 1, 1962. Further information 
regarding this position may be se- 


cured from Dr. J. Earl Smith, Direc- 


tor, Health and Hospitals, or from 
Dr. Melvin Tess, Acting Health 
Commissioner, Room 3, Municipal 
Courts Building, Saint Louis 3, 
Missouri. 


North Carolina 


Through co-sponsorship between 
the School of Public Health, Univer- 
sity of North Carolina and the U.S. 
Public Health Service, Division of 
Dental Public Health and Resources, 
a two weeks short course in Dental 
Public Health was offered at Chapel 
Hill, North Carolina, July 24 
through August 4. 


Ohio 


Elyria, Ohio, which began fluori- 
dation in May of 1954, was put under 
duress by anti-fluoridationists in 
1961 and, as a result of a petition 
presented by the anti-fluorida- 
tionists, the question of continuing 
or discontinuing fluoridation was 
placed on the November 4, 1961 
ballot. Elyria has a population of 
around 48,000 but serves six addi- 
tional communities which brings it 
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to a total of about 59,000. The 
health-interested people of the 
community and the stand-up-and-be- 
counted backing of the dentists 
resulted in a successful referendum 
to retain fluoridation by a vote of 
6,195 to retain and 3,858 to dis- 
continue. 


Region III 


Dr. Harry Bruce, who has been 
serving as the Regional Dental 
Consultant of the Public Health 
Service for Region III, was assigned 
to a new position with the Division 
as of July 1. Dr. Bruce is now en- 
gaged in the activities of the 
Manpower and Education Branch of 
the Division of Dental public Health 
and Resources. Dr. Winston W. 
Frenzel succeeds Dr. Bruce as the 
Regional Dental Consultant. 


While Dr. Bruce was in this Re- 
gion, he was responsible for a 
Dental Public Health Trainee, Dr. 
Edward M. Campbell. Dr. Campbell 
entered the field of dental public 
health after completion of his 
clinical experiences and a residency 
program in New York City. In keeping 
with the overall trainee program of 
the Division, Dr. Campbell will be- 
gin his Masters in Public Health 
formal education at the University 
of North Carolina this academic 
year, 1961. 





The University of Michigan School of Public Health has nine dentists en- 
rolled as candidates for the Master of Public Health Degree; three are 
Canadians, from British Columbia, Alberta, and Saskatchewan respectively; 
one is a Chinese Dentist from Taiwan; one is from Denver, Colorada; two 


from Alabama; one from Boise, Idaho; and one from Seattle, Washington. 
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RELATIONSHIP OF THE AMERICAN ASSOCIATION OF PUBLIC HEALTH DENTISTS 
WITH THE AMERICAN DENTAL ASSOCIATION 


The average dentist in practice has little or no knowledge, appreciation 
or understanding of the principles and practice of dental public health. At 
the present time, only limited systematic efforts are being made on the 
part of dental public health to import to the average dentist these ele- 
ments. At the same time there is a definite need to establish an active 
liaison between organized dentistry (A.D.A.) and the public health dentist 
(A.A.P.H.D.) Similar to the relationship that exists between the public 
health workers (A.P.H.A.) and public health dentist (A.A.P.H.D.). 


The American Association of Public Health Dentists should initiate and 
support the establishment of a method by which there can be an exchange of 
knowledge, ideas and information with organized dentistry (A.D.A.). It is 
suggested that there be created a group composed of representatives of the 
American Dental Association and the American Association of Public Health 
Dentists to promote dental public health in organized dentistry, to pro- 
vide a medium of liaison between dental public health and organized den- 
tistry, and to provide a medium of exchange of knowledge, ideas, and in- 
formation within the public health profession and organized dentistry. 


Harry W. Bruce, Chairman 


CONSTITUTION AND BYLAWS 


As a result of the discussions held during the past two years re- 
garding the changing character of the American Association of Public 
Health Dentists, drastic revisions in its objectives, its scope, its 
membership and the substance of its operations, the Constitution and 
Bylaws Committee felt it necessary to prepare a new Constitution and 
Bylaws. Only with a radically revised instrument can the Association 
conduct its affairs in a manner appropriate for the purposes of the 
new organization. Consequently, the Committee did not edit the present 
Constitution but has prepared an entirely new document for considera- 
tion by the Association. 

The Committee reviewed several types of Constitutions and decided to 
pattern its new Constitution after that used by the American Dental 
Association. A draft Constitution and Bylaws has been prepared, re- 
viewed and revised three times by the Committee. The last draft has 
been distributed to the membership for general comment and widespread 
review. That same draft document also will be presented for considera- 
tion and discussion at the annual session in accordance with provisions 
of the present Constitution and Bylaws. 


The Committee recommends that the proposed new document be acted upon 
at the Miami meeting in the fall of 1962. 








